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INTRODUCTION 


Medicaid  has  been  the  principal  program  financing  health  care  for  the  nation's  poor  since 
1965.  Although  often  criticized,  Medicaid  has  undoubtedly  increased  access  to  health  care  for 
this  country's  indigent  population.  Since  1984,  program  expansions  on  both  the  federal  and 
state  levels,  as  well  as  other  reforms,  have  extended  Medicaid  eligibility  and  services  to  new 
groups  of  low-income  pregnant  women  and  children,  resulting  in  the  significant  increase  of 
those  eligible  for  Medicaid  coverage  for  prenatal  and  delivery  care  (1).  Yet,  as  with  other 
physician  specialties,  there  is  an  unwillingness  on  the  part  of  some  obstetric  providers  to 
participate  in  the  Medicaid  program. 

Physician  providers  of  maternity  care  point  to  four  broad  categories  of  concern  with  regard  to 
participation  in  the  Medicaid  program:  reimbursement,  administration,  professional 
liability,  and  patient-provider  issues.  While  problems  may  be  apparent  in  varying  degrees 
to  both  the  Medicaid  programs  and  obstetric  providers  alike,  concern  escalates  when  these 
problems  become  barriers  to  obstetric  participation.  When  access  to  perinatal  services  by 
Medicaid-eligible  pregnant  women  is  impeded  as  a  result  of  low  participation  by  obstetric 
providers,  the  full  benefits  of  eligibility  expansions  and  other  Medicaid  program  reforms 
cannot  be  realized. 

The  American  College  of  Obstetricians  and  Gynecologists  (ACOG),  an  organization 
representing  more  than  29,000  obstetrician-gynecologists  specializing  in  the  delivery  of 
health  care  to  women,  promotes  access  to  health  care  for  all  women,  including  women  whose 
health  care  is  financed  by  Medicaid.  ACOG  encourages  its  members  to  engage  in  activities 
that  improve  the  health  status  of  women  and  their  children,  both  through  the  traditional 
patient-physician  relationship  and  by  working  within  the  community  at  the  state  and 
national  levels  to  ensure  access  to  health  care  for  women  (2). 

The  activities  ACOG  undertakes  to  foster  this  goal  are  numerous.  For  example,  in  1985,  the 
Committee  on  Health  Care  for  Underserved  Women  was  established  to  identify  problems 
that  underserved  women  experience  with  obstetric-gynecologic  health  care  and  to  develop 
and  implement  plans  for  ACOG  involvement  with  this  issue  (Appendix  A).  The  committee 
defines  underserved  women  as  those  eligible  for  Medicaid,  those  who  are  uninsured  and 
underinsured,  adolescents  of  all  socioeconomic  levels,  and  others  with  identified  problems  of 
access.  One  of  the  top  priorities  of  the  committee  is  to  increase  provider  participation  in 
public  programs  such  as  Medicaid.  Among  the  committee's  activities  are  surveys  of  ACOG 
Fellows  to  determine  their  activities  and  opinions  regarding  obstetric  and  gynecologic  services 
to  indigent  women;  publication  of  "Strategies  and  Options  for  Improving  Access  to  Maternal 
Health  Care:  The  Obstetrician-Gynecologist  as  Advocate,"  which  focuses  on  the  barriers  to 
maternity  care  and  offers  suggestions  for  improved  access  to  care  in  the  obstetrician- 
gynecologist's  own  community;  and  the  Underserved  Contact  Network,  composed  of  ACOG 
Fellows  at  the  state  and  local  levels  who  are  interested  in  improving  access  to  health  care  for 
women  and  who  have  agreed  to  act  as  a  resource  in  their  respective  communities  on  this  issue. 

The  College  has  developed  a  policy  statement  on  the  issue  of  access  to  women's  health  care 
(Appendix  B)  and  frequently  publishes  articles  on  this  subject  in  the  monthly  ACOG 
Newsletter.  ACOG  is  also  active  in  the  legislative  arena  on  both  the  state  and  federal 
levels.  For  example,  ACOG  frequently  presents  testimony  before  the  U.S.  Congress,  comments 
on  proposed  federal  regulations,  and  communicates  ACOG  policies  and  positions  affecting 
women's  health  care  to  government  officials.   In  addition,  ACOG  conducts  an  annual 
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Legislative  Workshop,  which  provides  2  days  of  intensive  training  for  physicians  interested 
in  becoming  more  politically  active  in  issues  pertaining  to  women's  health  care. 

In  1988,  the  Health  Care  Financing  Administration  (HCFA),  the  federal  agency  responsible 
for  administering  the  Medicaid  program,  launched  the  Maternal  and  Infant  Health  (MIH) 
Initiative  to  devise  and  implement  strategies  for  reducing  the  nation's  excessive  infant 
mortality  and  morbidity  rates  (Appendix  C).  To  specifically  address  the  problems 
surrounding  participation  in  the  Medicaid  program  for  obstetric  providers,  HCFA,  the  Bureau 
of  Maternal  and  Child  Health,  and  ACOG  agreed  to  work  cooperatively  to  develop 
materials  for  Medicaid  directors  and  state  Medicaid  agency  staff  that  provide  assistance  in 
their  efforts  to  recruit  and  retain  obstetric  providers. 

This  document  reviews  the  major  obstacles  to  obstetric  provider  participation  in  the  Medicaid 
program  and  describes  initiatives  states  have  undertaken  to  remove  these  obstacles  in  the 
areas  of  reimbursement,  administration,  professional  liability,  patient-provider  issues,  and 
provider  relations.  It  also  highlights  the  ways  some  states  are  defining  and  measuring 
participation.  Both  definition  and  measurement  are  two  important  factors  that  must  be 
examined  with  some  degree  of  specificity  in  order  to  determine  the  effectiveness  of  any 
initiatives  to  increase  participation. 

Although  this  document  is  not  intended  to  be  exhaustive,  it  is  hoped  that  the  innovations  and 
initiatives  profiled  here  will  encourage  similar  efforts  by  other  states.  State  Medicaid 
programs  may  wish  to  explore  adapting  these  approaches.  Other  interested  parties,  such  as 
maternal  and  child  health  (MCH)  programs,  state  and  local  health  departments,  Medicaid 
fiscal  agents,  and  organizations  concerned  with  provider  participation  in  Medicaid  for 
maternity  care,  may  want  additional  details  on  the  specific  state  initiatives  outlined  in  the 
document.  Contacts  for  each  state  have  been  provided  at  the  end  of  the  document  for  the 
various  initiatives  described  (Appendix  D). 

Information  for  this  document  was  obtained  primarily  through  telephone  interviews  with 
state  Medicaid  program  staff  between  April  and  August  1990.  Individuals  from  each  state 
Medicaid  agency  with  expertise  in  maternal  and  child  health  were  identified  by  the 
Maternal  and  Infant  Health  Coordinator  in  each  of  the  10  HCFA  regional  offices.  They  were 
then  contacted  by  a  letter  that  described  the  project  and  ACOG's  interest  in  conducting  a 
telephone  interview  on  the  topic  of  physician  participation  in  Medicaid  for  maternity  care  in 
their  states.  A  list  of  questions  was  also  enclosed  to  facilitate  the  telephone  interview 
(Appendix  E). 

Questions  were  chosen  to  identify  barriers  to  physician  participation  in  Medicaid  for 
maternity  services,  state  initiatives  to  address  these  barriers,  and  the  extent  to  which  states 
were  currently  measuring  physician  participation  in  Medicaid  for  obstetric  care.  Interviewees 
were  not  requested  to  return  written  responses  to  the  questionnaire  to  ACOG.  Of  the  51  letters 
and  questionnaires  sent,  54  Medicaid  agency  staff  from  41  states  were  interviewed,  8  states 
could  not  be  reached  for  an  interview,  and  1  state  declined  to  be  interviewed  (Appendix  F). 
During  these  interviews  it  was  often  suggested  that  it  would  be  beneficial  to  speak  with  other 
persons  in  the  state.  As  a  result,  24  other  persons  from  13  states  were  interviewed  by 
telephone  for  follow-up  information  on  various  state  initiatives.  These  included  individuals 
from  state  MCH  programs,  state  and  local  health  departments,  Medicaid  fiscal  agents,  and 
hospitals.  Selected  obstetric  providers  from  the  ACOG  Fellowship  concerned  with  the  issue 
of  physician  participation  in  the  Medicaid  program  for  maternity  care  were  consulted  and 
interviewed  for  this  project  on  an  ad  hoc  basis. 


Before  turning  to  the  remainder  of  the  document,  several  points  merit  discussion.  First,  it  is 
highly  likely  that  all  of  the  initiatives  states  are  implementing  to  retain  and  recruit 
obstetric  providers  have  not  been  identified  in  this  document.  It  is  quite  possible  that  other 
states  are  implementing  similar— perhaps  even  additional— efforts  to  increase  provider 
participation  in  their  respective  Medicaid  programs.  However,  due  to  time  and  resource 
constraints,  as  well  as  gleaning  information  by  telephone,  not  all  efforts  may  have  been 
identified.  It  is  not  intended  that  some  states  be  overrepresented  in  the  document,  nor  should 
the  mention  of  a  particular  state  be  interpreted  to  mean  that  that  state  has  a  more  effective 
Medicaid  program  in  place  for  recruiting  and  retaining  obstetric  providers.  Certain  state 
initiatives  have  been  chosen  to  illustrate  particular  programs  that  may  be  of  interest  to  other 
states. 

Second,  at  this  point  there  is  little  evaluation  of  the  effectiveness  of  the  various  state 
initiatives  described  in  the  document.  Many  of  these  initiatives  are  new  and  will  require 
additional  time  before  the  effect  on  provider  participation  can  be  determined.  The  list  of 
state  contacts  is  provided  at  the  end  of  this  document  for  additional  information. 

Third,  while  this  document  focuses  on  provider  participation  in  Medicaid,  the  role  of  MCH 
programs  deserves  mention.  State  MCH  programs,  which  are  funded  by  both  federal  and  state 
dollars,  are  the  primary  service  delivery  system  of  prenatal  care  for  many  low-income 
women.  MCH  programs  are  generally  administered  through  state  and  local  health 
departments  and  hospital  clinics.  In  addition  to  providing  services,  MCH  programs  have 
potential  for  promoting  provider  participation  in  Medicaid  for  maternity  care  in  several 
ways:  they  usually  employ  professional  clinical  personnel  who  may  be  able  to  communicate 
and  establish  personal  contact  with  obstetric  providers  more  easily  than  the  Medicaid 
program  can;  they  are  largely  free  of  the  negative  perceptions  related  to  billing  and 
administrative  concerns  that  providers  may  have  of  the  Medicaid  program,  which  allows 
them  to  function  in  a  more  neutral  position  to  facilitate  the  relationship  between  the 
Medicaid  program  and  providers;  and  nearly  all  MCH  programs  are  delivering  and  paying 
for  prenatal  care  services  through  local  health  departments  or  other  contracted  providers, 
and  thus  have  the  ability  to  adjust  policies,  procedures,  and  services  to  encourage  more 
private  physician  participation  (3). 


vii 


[ 

[ 


t 

c 


IMPROVING  ACCESS  TO 
MATERNITY  CARE: 

OBSTETRIC  PROVIDER 
PARTICIPATION  IN  MEDICAID 


[ 

c 

L 

L 


PART  I:  PROVIDER  PARTICIPATION  IN  MEDICAID 


ISSUES 

Various  studies  have  examined  the  issue  of  physician  participation  in  Medicaid,  both  across 
physician  specialities  and  specifically  for  obstetrics  (4-11).  This  research  has  also 
identified  many  barriers  to  participation.  However,  until  recently,  little  federal  effort  has 
focused  on  addressing  these  barriers  identified  by  providers  in  order  to  improve  access  to 
maternity  services  for  Medicaid-eligible  women.  Recognizing  the  importance  of  this  issue,  in 
1989  Congress  strengthened  and  expanded  a  provision  requiring  states  to  establish  rates  for 
obstetric  and  pediatric  services  that  are  sufficient  to  enlist  enough  providers  so  that  these 
services  are  available  to  Medicaid  patients  at  least  to  the  extent  they  are  available  to  the 
general  population  in  the  same  geographic  area  (12).  As  part  of  state  Medicaid  plan 
amendments,  each  year  states  are  required  to  submit  to  the  Health  Care  Financing 
Administration  (HCFA)  their  payment  rates  for  obstetric  and  pediatric  services.  They  must 
also  demonstrate  that  Medicaid  patients  have  access  to  obstetric  and  pediatric  services  to  at 
least  the  same  extent  that  these  services  are  available  to  the  general  population  in  the  same 
geographic  area.  HCFA  issued  draft  guidelines  on  the  standards  states  could  use  to 
demonstrate  adequacy  of  access  in  their  1990  state  Medicaid  plan  amendments.  By  providing 
data  on  a  county-by-county  or  other  appropriate  substate  geographic  basis,  states  can  choose 
one  of  the  following  to  show  that: 

•  At  least  50%  of  obstetric  providers  are  full  Medicaid  participants  or  there  is  full 
Medicaid  participation  at  the  same  rate  as  Blue  Shield  participation  among  this  group 
(full  participation  is  defined  as  accepting  all  Medicaid  patients  who  present 
themselves  for  care) 

•  The  fee-for-service  payment  rates  for  obstetric  procedures  are  at  least  90%  of  the 
average  usual,  customary,  and  reasonable  (UCR)  amount  of  private  insurers 

•  Equal  access  can  be  documented  by  using  other  appropriate  measures  of  participation, 
such  as  patient  surveys  or  "equal"  utilization  rates  for  prenatal  visits  (13) 

However,  according  to  HCFA  staff,  because  of  time  constraints,  the  standards  for 
documentation  were  based  on  limited  research,  analysis,  and  consultation  (13).  Therefore, 
guidance  for  future  years  on  standards  documenting  access  is  likely  to  change  as  HCFA's 
knowledge  of  the  techniques  to  measure  access  and  the  availability  of  data  on  participation 
increase  (13).  At  this  writing,  there  has  not  been  sufficient  time  to  analyze  the  impact  of  this 
provision  on  provider  participation. 

Provisions  in  the  Federal  Maternal  and  Child  Health  Program  also  have  the  potential  to 
address  provider  participation  concerns  with  the  Medicaid  program  (3,  14).  For  example,  in 
order  to  obtain  Title  V  funds  for  their  maternal  and  child  health  (MCH)  programs,  states 
must  develop  comprehensive  needs  assessments  and  plans  for  services  to  pregnant  women. 
These  assessments  and  plans  can  be  mechanisms  for  identifying  problems  in  provider 
availability  and  potential  remedies  to  address  such  problems.  State  MCH  programs  are 
asked  to  work  with  state-based  providers,  other  agencies,  and  organizations  to  develop  these 
needs  assessments  and  plans.  Another  requirement  of  state  MCH  programs  is  that  they  must 
establish  a  toll-free  telephone  number  so  that  individuals  can  access  maternity  providers 
participating  in  the  MCH  and  Medicaid  programs.  Therefore,  MCH  programs  have  a 
responsibility  to  identify  Medicaid-enrolled  providers  and  assist  women  in  locating  them. 
MCH  programs  must  also  develop  an  interagency  agreement  with  their  respective  state 
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Medicaid  agency.  These  agreements  can  address  collaborative  interagency  efforts  to  recruit 
obstetric  providers.  Finally,  state  MCH  programs  must  report  specific  data  in  their  Title  V 
annual  reports  that  include  the  number  of  deliveries  to  Medicaid-eligible  women  and  the 
number  of  licensed  obstetric  providers  in  the  state.  Such  a  requirement  could  be  used  as  a 
mechanism  to  examine  the  extent  to  which  low-income  women  are  being  covered  by  Medicaid 
and  have  access  to  obstetric  providers  under  Medicaid. 

In  34  of  the  41  states,  staff  from  state  Medicaid  agencies  interviewed  for  this  project 
responded  that  physician  participation  in  Medicaid  for  maternity  services  is  considered  a 
problem.  For  some  states,  such  as  North  Dakota,  the  problem  seemed  to  have  developed 
recently.  Other  states,  such  as  Montana,  report  that  most  physicians  accept  Medicaid 
patients,  but  limit  the  number  they  will  accept,  which  results  in  access  problems.  In  still 
other  states,  the  perceptions  about  participation  problems  varied  depending  upon  the 
respondent.  For  example,  in  Alaska,  the  state  Division  of  Public  Health  reported  that 
"increasing  numbers  of  physicians  were  dropping  out  of  Medicaid  even  though  reimbursement 
rates  are  high  compared  to  other  states."  However,  according  to  Medicaid  staff  in  Alaska's 
Department  of  Provider  Enrollment,  none  of  the  obstetrician-gynecologists  appear  to  be 
dropping  out  of  the  program. 

State  Medicaid  staff  cited  low  reimbursement,  administrative  issues,  professional  liability, 
and  patient  problems  as  the  main  barriers  to  obstetric  provider  participation  in  Medicaid. 
For  example,  in  Alabama  low  participation  among  obstetric  providers  was  attributed  to 
inadequate  reimbursement  levels  in  comparison  to  private  insurance,  an  excessive  amount  of 
paperwork  for  records  and  claims  submission,  potential  liability,  and  poor  patient 
participation  in  keeping  appointments  and  following  directions.  The  barriers  to  participation 
that  Medicaid  staff  identified  in  this  project  are  consistent  with  those  obtained  by  the 
National  Governors'  Association  in  the  1988  report  "Increasing  Provider  Participation," 
which  surveyed  state  Medicaid  and  MCH  programs  (15).  Likewise,  obstetric  providers 
interviewed  for  this  project  noted  barriers  to  their  participation  in  Medicaid  similar  to  those 
cited  by  Medicaid  program  staff.  Previously,  in  a  survey  conducted  by  ACOG  in  1987, 
obstetrician-gynecologists  cited  the  following  concerns  regarding  Medicaid:  low  reimburse- 
ment; slow  payment;  denial  of  eligibility;  beliefs  that  Medicaid  patients  will  sue  more,  are  of 
a  different  socioeconomic  group  than  other  patients  in  the  practice,  are  medically  too  high 
risk,  and  are  uncooperative;  and  too  much  paperwork  required  to  receive  payment  from 
Medicaid  (6).  The  results  of  this  survey  appear  in  Appendix  G. 

It  should  be  noted,  however,  that  in  many  states  access  to  obstetric  providers  is  a  problem  for 
patients  who  are  privately  insured  as  well  as  for  those  patients  who  are  financed  by 
Medicaid.  This  is  particularly  true  in  rural  areas  where  no  obstetric  services  may  be 
available  and  pregnant  women,  regardless  of  insurance  status,  may  need  to  travel  long 
distances  to  obtain  prenatal  care. 

DEFINITION  AND  MEASUREMENT 

To  measure  obstetric  provider  participation  in  the  Medicaid  program,  the  state  agency  must 
precisely  define  who  is  a  participating  provider.  In  addition,  without  a  "standard" 
definition  of  participation,  participation  rates  between  states  cannot  be  compared.  In 
coUecting  data  for  its  1984  and  1986  editions  of  "State  Medicaid  Program  Characteristics," 
HCFA  defined  a  participating  provider  in  Medicaid  as  one  who  is  enrolled  in  the  program 
and  has  billed  for  services  in  the  past  12  months  (16).  Several  states,  including  Alaska, 
Colorado,  Iowa,  and  Texas,  indicate  that  they  use  this  definition  for  a  participating 
provider.  Utah  uses  the  HCFA  definition,  but  varies  the  length  of  the  reporting  period. 
Other  states  that  use  variations  of  the  HCFA  definition  include  Alabama,  Arizona,  Florida, 
Mississippi,  Nebraska,  Pennsylvania,  Washington,  Wisconsin,  and  Wyoming.  Some  states 


2 


reported  lack  of  a  specific  definition  for  participation,  including  Idaho,  Louisiana,  New 
Jersey,  Oregon,  South  Dakota,  Vermont,  and  West  Virginia. 

With  respect  to  maternity  services,  however,  all  of  the  above  definitions,  including  the  one 
used  by  HCFA,  are  problematic  because  they  do  not  allow  the  state  Medicaid  agency  to 
determine  the  extent  to  which  an  individual  provider  is  participating.  It  is  not  clear  from  any 
of  the  definitions  if  a  provider  accepts  all  Medicaid  patients,  limits  those  accepted,  or  places 
restrictions  on  the  type  of  patient  he  or  she  will  accept  (eg,  high-risk  or  referral  only). 
Furthermore,  confusion  exists  because  the  HCFA  definition  of  a  participating  provider  may 
not  be  compatible  with  the  1989  Omnibus  Budget  Reconciliation  Act  (OBRA-1989)  federal 
requirement.  The  HCFA  guidance  to  states  for  documenting  adequacy  of  access  for  obstetric 
services  in  their  state  plans,  described  earlier,  defines  a  participating  provider  in  Medicaid 
as  one  who  accepts  all  Medicaid  patients  who  present  themselves  for  care  (13). 

States  differ  not  only  in  how  they  define  participation,  but  in  how  they  measure  it.  It  is 
important  for  states  to  realize  that  it  is  difficult,  if  not  impossible,  to  evaluate  the  impact  on 
provider  participation  of  any  initiatives  if  a  base  level  measurement  of  participation  is 
unavailable.  In  interviews  for  this  project,  26  states  reported  measuring  physician 
participation  in  Medicaid  as  shown  in  the  box. 


MEASUREMENT  OF  PARTICIPATION 


States  Measuring  Participation 


Alaska 

Arizona 

California 

Colorado 

Delaware 

Florida 

Idaho 

Indiana 

Kentucky 

Louisiana 

Maryland 

Michigan 

Missouri 


Mississippi 

Montana 

Nebraska 

North  Carolina 

New  Hampshire 

New  Mexico 

Oklahoma 

South  Carolina 

Texas 

Vermont 

Washington 

Wisconsin 

Wyoming 


States  Not  Measuring  Participation 


Alabama 
Kansas 
Nevada 
New  Jersey 
Ohio 
Oregon 
Pennsylvania 
South  Dakota 
West  Virginia 
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Some  states  obtain  information  on  the  number  of  physicians  participating  in  Medicaid  by 
analyzing  various  reports  that  can  be  generated  from  their  Medicaid  Management 
Information  Systems  (MMIS),  a  large  data  base  containing  information  obtained  from 
Medicaid  claims.  For  example,  in  Alabama,  Florida,  Kansas,  Kentucky,  and  Washington,  the 
state's  fiscal  agent  uses  information  obtained  from  the  Management  and  Reporting  Subsystem 
(MARS)  of  the  MMIS  to  obtain  physician  participation  data.  In  South  Dakota,  the 
Surveillance  Utilization  Reporting  Subsystem  (SURS)  of  the  MMIS  generates  data  on 
physicians  participating  in  the  Medicaid  program. 

Some  states  plan  to  collect  more  information  on  physician  participation  in  Medicaid. 
Delaware  is  implementing  a  new  MMIS  which,  according  to  the  state's  Medicaid  director, 
will  have  the  capacity  to  generate  participation  data.  In  Wyoming,  a  new  MMIS  is  in 
operation,  and  the  state  hopes  to  begin  using  this  system  to  generate  reports  that  will  be 
helpful  in  measuring  physician  participation.  New  Jersey  has  changed  their  fiscal  agent  and 
the  state  is  optimistic  about  having  an  increased  capacity  for  data  analysis  to  measure 
physician  participation.  Finally,  Colorado  has  plans  to  use  the  SURS  of  the  MMIS  to 
generate  physician  participation  data. 

States  can  also  evaluate  the  extent  to  which  physicians  are  participating  in  Medicaid  by 
using  state  licensure  files.  For  example,  New  Hampshire,  Oklahoma,  South  Carolina,  and 
Texas  can  link  state  physician  licensure  files  with  Medicaid  provider  enrollment  files  to 
determine  the  percentage  of  participating  physicians.  However,  in  using  this  method  it  is 
important  to  eliminate  those  physicians  who  are  enrolled  in  the  Medicaid  program  but  not 
seeing  patients,  hold  a  current  license  but  are  not  seeing  patients,  or  are  deceased  but  have  not 
been  purged  from  the  license  file  (17). 

Some  states  are  using  direct  contact  methods  to  obtain  data  on  obstetric  providers 
participating  in  the  Medicaid  program  for  maternity  services.  For  example,  the  Bureau  of 
Maternal  and  Child  Health  has  a  contract  with  seven  district  health  departments  in  Idaho 
to  conduct  a  monthly  telephone  survey  to  identify  physicians  providing  obstetric  services.  On 
a  monthly  basis,  providers  are  asked  if  they  are  accepting  Medicaid  patients,  how  many  new 
pregnant  Medicaid  patients  they  will  accept,  and  if  they  have  any  restrictions  for  accepting 
Medicaid  patients  for  maternity  care.  Similarly,  in  Louisiana  in  April  1989,  Medicaid  staff 
telephoned  enrolled  providers  to  obtain  names  of  those  who  were  accepting  Medicaid  patients 
for  maternity  services.  Both  of  these  states  were  also  using  the  information  they  obtained  to 
refer  pregnant  Medicaid  patients  to  obstetric  providers. 

In  using  available  data,  some  states  generate  extensive  reports  on  physicians  participating  in 
Medicaid  for  maternity  services.  For  example,  in  Washington,  the  state  Medicaid  agency  is 
able  to  obtain  data  from  fiscal  years  1986  through  the  present  on  both  the  total  number  of 
Medicaid  deliveries  by  county  and  the  total  number  of  obstetric  providers  by  county.  This 
information  is  then  analyzed  to  determine  the  average  Medicaid  deliveries  per  participating 
provider  by  county,  as  well  as  percentage  changes  in  participating  providers  by  county  per 
year.  Using  information  obtained  from  the  MMIS,  the  state  can  also  determine  the  number  of 
Medicaid  women  who  leave  their  county  of  residence  for  maternity  care.  In  Maryland,  there 
are  questions  on  the  birth  certificate  requesting  the  source  of  prenatal  care  (eg,  none,  private 
physician,  hospital  clinic,  or  health  department  clinic)  as  well  as  whether  the  infant's 
mother  was  certified  for  Medicaid.  This  information  can  then  be  linked  to  the  state's  MMIS 
to  determine  by  county  the  physicians  who  are  providing  prenatal  and  delivery  services  to 
Medicaid-eligible  women.  Indiana  matches  the  Medicaid  claims  paid  to  hospitals  and 
private  physicians  with  obstetric  CPT  codes  and  specialty  codes  of  providers.  This  allows 
the  state  to  determine  the  number  of  deliveries  to  the  Medicaid  population,  the  physicians 
who  performed  the  deliveries,  and  the  hospital  in  which  the  deliveries  occurred.  The 
Mississippi  Medicaid  program  is  currently  stratifying  physician  earnings  in  the  program  on  a 
county  basis  by  matching  information  from  the  state's  MMIS  with  physician  licensure  data.  In 
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Iowa  and  Michigan,  the  number  of  physicians  in  each  county  who  bill  Medicaid  for  specific 
prenatal  and  delivery  procedures  can  be  identified.  In  Arizona,  the  state's  new  Performance 
Management  Information  System  (PMIS),  effective  March  1991,  will  be  able  to  list  and 
identify  the  specialty  of  every  provider  who  receives  payment  for  prenatal  care  or  delivery. 
Finally,  in  South  Carolina,  the  state  is  able  to  identify  the  total  number  of  obstetric 
providers,  by  name  and  county,  and  the  level  of  each  provider's  participation.  Participation 
is  stratified  into  three  levels:  less  than  25  patients  served,  25-100  patients  served,  and  over 
100  patients  served.  In  addition,  South  Carolina  is  able  to  identify  the  exact  number  of 
Medicaid-eligible  patients  to  whom  a  physician  has  provided  prenatal  or  delivery  services. 

Reliance  on  physician  participation  data  obtained  from  claim  payment  operating  systems 
presents  several  problems  (15).  Since  these  operating  systems  are  primarily  used  for  claims 
payment  purposes,  it  may  be  difficult  to  generate  detailed  information  on  physician 
participation.  For  example,  states  may  not  be  able  to  obtain  information  on  a  physician 
specialty  since  that  information  may  not  be  required  for  a  provider  to  bill  a  state's  Medicaid 
program.  Some  states  assign  physicians  multiple  provider  numbers  depending  on  the  location 
where  the  physician  renders  care;  these  multiple  numbers  may  make  it  difficult  to  identify  a 
physician.  Furthermore,  physicians  practicing  in  a  group  may  all  be  assigned  the  same 
Medicaid  number,  thus  counting  all  providers  in  that  group  as  one  provider.  However,  recent 
federal  legislation  requires  the  Department  of  Health  and  Human  Services  to  establish  a 
system  to  provide  a  unique  identification  number  for  physicians  participating  in  the  Medicaid 
program  (18).  Some  states,  such  as  Delaware,  Maryland,  and  Nebraska,  assign  both  group  as 
well  as  rendering  provider  numbers,  which  assist  in  identifying  the  provider  who  supplied 
care  to  the  Medicaid  patient. 

Finally,  data  that  may  be  helpful  to  states  for  evaluating  participation  may  be  obtained  by 
surveying  physicians  directly.  For  example,  in  1987  ACOG  surveyed  a  random  sample  of  its 
membership  on  issues  related  to  obstetric  and  gynecologic  services  to  Medicaid  patients.  Sixty- 
three  percent  of  obstetrician-gynecologists  who  provide  obstetric  services  indicated  that  they 
provide  obstetric  care  for  Medicaid  patients  (Appendix  G)  (6).  The  study  also  examined  the 
characteristics  of  those  physicians  accepting  Medicaid  obstetric  patients,  including  physician 
age,  sex,  practice  type,  community  size,  and  the  percentage  of  deliveries  that  were  provided 
to  Medicaid  patients.  On  a  state  level,  ACOG  District  n,  composed  of  obstetrician- 
gynecologists  in  New  York,  recently  conducted  a  survey  in  conjunction  with  the  American 
Academy  of  Family  Physicians,  in  which  physicians  were  asked  about  the  provision  of 
obstetric  care  to  Medicaid  patients.  A  copy  of  the  survey  instrument  appears  in  Appendix  H. 
Some  state  medical  societies  have  also  surveyed  their  membership  on  Medicaid  participation 
issues.  For  example,  in  Mississippi,  the  state  medical  society  and  Medicaid  agency  surveyed 
a  random  sample  of  state  physicians  in  order  to  obtain  participation  data.  While  the 
Mississippi  survey  included  all  physician  specialties,  other  medical  societies,  such  as  those 
in  Indiana  and  Virginia,  have  surveyed  only  obstetric  providers  to  ascertain  the  extent  of 
provider  participation  for  maternity  services  in  their  respective  state  Medicaid  programs.  In 
addition,  several  university  studies,  including  those  from  the  states  of  North  Carolina, 
Washington,  and  Wyoming,  have  been  able  to  obtain  data  on  participating  providers  in  the 
Medicaid  program  for  obstetric  services.  Although  information  obtained  from  physician- 
reported  surveys  can  be  useful  in  measuring  the  percentage  of  physicians  participating  in  the 
Medicaid  program,  some  have  noted  that  physicians  tend  to  overestimate  the  portion  of  then- 
practice  devoted  to  Medicaid  patients  (19). 
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PART  II:  PARTICIPATION  ISSUES  AND  OPPORTUNITIES 


REIMBURSEMENT 

Low  reimbursement  is  frequently  cited  as  a  major  barrier  to  physician  participation  in 
Medicaid.  It  is  common  to  hear  from  obstetric  providers  that  current  reimbursement  under 
Medicaid  does  not  allow  them  to  "break  even"  considering  the  staff  time  required  to  process 
the  additional  paperwork  often  associated  with  a  Medicaid  claim,  the  high  obstetric 
liability  premiums  per  patient,  and  the  extra  time  spent  with  a  Medicaid  patient  who  is 
often  at  risk  for  a  poor  pregnancy  outcome.  Further,  although  numerous  other  problems  are 
cited  as  reasons  for  nonparticipation  and  must  be  addressed,  obstetric  providers  interviewed 
for  this  project  indicated  they  or  their  colleagues  would  be  more  willing  to  consider 
participating  in  Medicaid  if  reimbursement  was  comparable,  or  at  least  reasonably  close,  to 
that  of  private  insurers. 

Most  state  Medicaid  agencies  are  aware  that  low  reimbursement  is  a  barrier  to  participation 
in  the  Medicaid  program.  In  a  survey  completed  by  the  National  Governors'  Association  in 
1988,  45.9  %  of  state  Medicaid  and  MCH  agencies  responding  ranked  low  fees  as  the  principal 
reason  for  the  low  participation  among  obstetric  providers  (15).  In  the  interviews  for  this 
project,  Medicaid  program  staff  still  indicate  that  they  believe  inadequate  reimbursement  is 
a  primary  reason  obstetric  providers  choose  not  to  participate  in  Medicaid.  However,  as 
indicated  earlier,  states  are  now  required  to  establish  reimbursement  rates  for  obstetric  and 
pediatric  services  that  are  sufficient  to  enlist  enough  providers  so  that  these  services  are 
available  to  Medicaid  patients  at  least  to  the  extent  that  they  are  available  to  the  general 
population  in  the  same  geographic  area  (12). 

In  recent  years,  states  have  altered  reimbursement  structures  under  Medicaid  in  the  following 

ways. 

Increasing  Reimbursement 

Increasing  the  overall  amount  of  reimbursement  for  obstetric  services  is  the  primary  strategy 
states  have  used  to  increase  physician  participation  in  Medicaid.  Many  states  have  linked 
the  importance  to  reduce  infant  mortality  with  increasing  obstetric  reimbursement  rates  under 
Medicaid.  In  addition,  in  order  to  comply  with  the  HCFA  adequate  payment  provisions 
discussed  in  the  introduction,  some  states  have  raised  their  rates  for  obstetric  services  under 
Medicaid  and  it  is  possible  that  others  will  do  the  same. 

In  spring  1990,  ACOG  surveyed  all  states  for  their  obstetric  reimbursement  rates  under 
Medicaid.  A  copy  of  the  results  of  this  survey  appear  in  Table  1.  Compared  with  previous 
rates  from  a  similar  ACOG  survey  performed  in  1988, 30  states  have  increased  reimbursement 
for  obstetric  procedures  during  that  time  period.  Some  of  the  increases  are  significant.  For 
example,  California,  Idaho,  Missouri,  and  New  Hampshire  have  almost  doubled  their 
reimbursement  for  obstetric  global  fees;  in  Michigan,  the  Medicaid  program  has  increased 
reimbursement  for  obstetric  services  several  times  during  the  past  5  years  to  assist  providers 
with  increases  in  liability  costs,  reduce  infant  mortality,  and  improve  access. 
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TABLE  1.  MEDICAID  REIMBURSEMENT  FOR  OBSTETRIC  CARE  (SPECIALIST)  BY  STATE 

MAY  1990 


STATE 

Alabama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

District  of 
Columbia 

Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 


Total  OB  Global* 


$ 

1000.00 
N/A** 

1,520.00/2,000.00 

750.00/856.52 

1,072.72** 

900.00/1,313.06 

910.00 

N/A 

N/A 

800.00** 

1,205.00/1,605.00 
529.20/868.00** 
1,070.00/1,600.00 
N/A 

769.20/1,076.80** 

717.95/981.76** 

750.00/1,000.00 

N/A 

N/A 

863.00 

N/A 

1,361.00** 
N/A 

561.00/975.70** 
N/A 

595.00/-** 
741.11/790.27 


Delivery  Only 
Vaginal/Cesarean 


Other  (High-risk 
Enhanced  Reimbursement) 


N/A* 


402.00/546.00** 
900.00/950.00** 


550.00/700.00 


650.00/650.00** 
760.00/1,000.00** 

895.00/1,050.00 

373.32/566.40 

531.20/637.57** 
-/525.00** 


1,233.49  (Total:  2,306.21)** 


1,200.00* 


YES* 


YES;: 


YES** 
1,781.00** 
525.53** 
283.80** 


(Table  continued  on  next  page) 
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TABLE  1.  MEDICAID  REIMBURSEMENT  FOR  OBSTETRIC  CARE  (SPECIALIST)  BY  STATE 

(continued) 

MAY  1990 

STATE  Total  OB  Global*  Delivery  Only  Other  (High-risk 

Vaginal/Cesarean  Enhanced  Reimbursement) 


Nebraska 

717.00/1,085.00 

Nevada 

1,100.00/1,400.00 

New  Hampshire 

1,000.00 

New  Jersey 

468.00/598.00 

867.00** 

New  Mexico 

629.46/902.78 

New  York 

1,037.00 

North  Carolina 

925.00/1,025.00 

North  Dakota 

N/A 

400.00/480.00** 

Ohio 

N/A 

400.00/500.00** 

Oklahoma 

750.00/875.00 

Oregon 

899.80/1,059.32** 

430.00** 

Pennsylvania 

N/A 

312.50/459.00** 

Rhode  Island 

750.00 

South  Carolina 

N/A 

700.00/800.00** 

YES** 

South  Dakota 

535.50/887.00 

Tennessee 

725.00/925.00 

Texas 

N/A 

596.44/785.67** 

Utah 

700.00 

800.00 

Vermont 

850.00/945.00 

Virginia 

930.00/1,221.00 

YES** 

Washington 

850.00/920.59 

YES** 

West  Virginia 

600.00/913.00** 

Wisconsin 

614.02/793.65** 

Wyoming 

800.00/1,155.00 

"Total  obstetric  care  including  antepartum,  delivery,  and  postpartum  care.  Where  two  rates  are  listed,  the  first  is 
for  vaginal  delivery  and  the  second  is  for  cesarean  delivery. 

**See  further  for  explanation. 

SOURCE:  The  American  College  of  Obstetricians  and  Gynecologists 
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EXPLANATION 


Alaska.  Alaska  Medicaid  reimburses  the  obstetrician-gynecologist's  usual  and  customary  fee.  Reimbursement 
varies  by  geographic  area  and  provider  profile. 

California.  Obstetric  services  may  be  billed  as  a  global  fee  or  fee-for-service.  Rates  indicated  are  effective  as  of 
November  10,  1989.  Under  California's  Comprehensive  Perinatal  Services  Program  (CPSP),  approved 
obstetrician-gynecologists  may  receive  additional  reimbursement  as  follows:  $50  early  entry  bonus  (when  prenatal 
care  is  initiated  within  16  weeks  of  LMP);  $100  for  the  tenth  antepartum  visit.  Additional  reimbursement  is  also 
available  on  an  itemized  basis  for  support  services,  which  include  health  education,  nutrition,  and  psychosocial 
services.  Support  services  are  reimbursed  at  an  hourly  rate  for  individual  and  group  class  intervention  ($30.32 
individual/$10.00-$12.00  per  patient  in  group);  there  is  a  care  coordination  fee  of  $76.89  and  vitamin /mineral 
supplements  are  reimbursed  at  $36.00.  The  total  reimbursement  available  for  support  services  is  $1,083.49.  The 
total  maximum  CPSP  reimbursement  (early  entry  prenatal  care  bonus,  prenatal  care,  support  services,  delivery,  and 
a  tenth  antepartum  visit)  is  $2,306.21. 

Delaware.  Prenatal  care  is  reimbursed  at  $14.50  per  visit. 

District  of  Columbia.  Rates  indicated  are  for  delivery  only.  Prenatal  and  postpartum  services  are  reimbursed  at 
$30  per  visit,  with  the  exception  of  the  initial  visit,  which  is  reimbursed  at  $45. 

Florida.  The  $800  rate  applies  equally  to  uncomplicated  vaginal  delivery  and  cesarean  delivery  with  full  obstetric 
care.  The  $1,200  rate  is  for  high-risk  total  obstetric  care.  Rates  are  expected  to  increase  July  1,  1990  to 
$1,000/$1,600. 

Hawaii.  Under  legislation  passed  during  the  1990  session  and  awaiting  governor's  action  at  this  writing, 
physicians  and  certified  nurse-midwives  would  be  reimbursed  for  Medicaid  deliveries  at  the  private,  prevailing 
rate  in  the  state.  This  would  be  a  flat  rate  for  either  vaginal  or  cesarean  delivery.  If  approved  by  the  governor, 
the  prevailing  reimbursement  rates  would  be  instituted  on  a  demonstration  basis  for  3  years  beginning  in  fiscal  year 
1990.  The  intent  of  the  demonstration  project  is  to  improve  physician  and  nurse-midwife  participation  in  Medicaid. 
The  State  Department  of  Human  Services  would  be  required  to  evaluate  the  demonstration  project's  impact  on  the 
number  of  providers  accepting  and  promoting  early  pregnancy  care  for  Medicaid  patients  as  well  as  the  project's 
impact  on  birth  outcomes  for  Medicaid  patients. 

Indiana.  The  rate  indicated  is  reimbursed  unless  the  obstetrician-gynecologists's  customary  charge  (established  by 
profile)  is  less.  A  Care  Coordination  Program  may  be  implemented  in  fall  1990,  with  additional  reimbursement 
available. 

Iowa.  Rates  indicated  will  increase  by  7.44%  for  the  fiscal  year  beginning  July  1, 1990. 

Kentucky.  Rates  indicated  are  for  delivery  only.  Prenatal  and  postpartum  services  are  reimbursed  per  visit  based 
on  the  lower  of  either  the  usual  and  customary  fee,  the  area  prevailing  charge,  or  the  billed  charge. 

Louisiana.  Rates  indicated  are  for  delivery  only.  Prenatal  care  (limited  to  13  visits  per  pregnancy)  and 
postpartum  care  (limited  to  one  visit  per  pregnancy)  are  reimbursed  at  $27  per  visit,  with  the  exception  of  the 
initial  visit  which  is  reimbursed  at  $50. 

Maryland.  Additional  reimbursement  is  available  under  the  Healthy  Start  Program  as  follows:  $40  for  risk 
assessment;  $23  per  prenatal  care  visit  with  an  additional  $10  for  enriched  prenatal  care  services  for  a  maximum  of 
$33  per  visit  (there  is  no  maximum  limit  on  the  number  of  prenatal  visits  the  state  will  reimburse  );  and  $23  for 
postpartum  services. 

Massachusetts.  Rates  indicated  are  for  Standard  Total  Global  ($1,361)  and  Enhanced  Total  Global  ($1,781). 
Enhanced  Total  Global  is  defined  as  the  direct  provision  and  supervision  of  case  management,  maternal  evaluation, 
and  obstetric  risk  assessment  and  monitoring,  in  addition  to  vaginal  or  cesarean  delivery,  all  routine  prenatal 
visits,  and  one  postpartum  visit. 

Michigan.  Rates  indicated  are  for  delivery  only.  The  $525.53  rate  is  for  high-risk  prenatal  care  services. 

Minnesota.  Rates  will  be  increased  to  $645.15/$1,122.06  effective  July  1, 1990.  The  enhanced  reimbursement  rate 
for  high-risk  prenatal  care  will  also  be  increased  on  July  1,  1990  to  $327.37. 

Mississippi.  Prenatal  care  is  reimbursed  on  a  per  visit  basis. 

Missouri.  Missouri  Medicaid  reimburses  a  global  rate  for  vaginal  delivery  only.  This  rate  is  expected  to  increase 
to  $1,050  on  July  1, 1990  at  which  time  a  global  rate  for  cesarean  delivery  may  be  instituted.  The  $525  rate  in  the 
second  column  is  for  cesarean  delivery  only.  Prenatal  care  is  reimbursed  on  a  package  basis  for  a  total  of  $300. 
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New  Jersey.  Obstetrician-gynecologists  approved  to  participate  in  the  HealthStart  Program  are  reimbursed  at 
the  $867  rate. 

North  Dakota.  Prenatal  care  (limited  to  9  visits)  is  reimbursed  at  $11  per  visit  for  a  total  of  $99. 
Ohio.  Prenatal  care  is  reimbursed  at  $20.71  per  visit. 

Oregon.  Under  Oregon's  Medicaid  Maternity  Case  Management  Program,  established  in  April  1988, 
obstetrician-gynecologists  may  receive  additional  reimbursement  for  specific,  individual  services  as  follows: 
Initial  Needs  Assessment— $20;  Ongoing,  Full-Service  Case  Management— $60;  High-Risk  Case 
Management— $100;  Nutrition  Counseling— $40;  and  Home  Services — $60  (must  include  home  assessment,  training 
and  education;  a  maximum  of  four  visits  may  be  billed  individually,  in  combination,  or  when  all  services  have  been 
provided).  Either  of  the  case  management  services  may  be  billed  and  reimbursed  on  a  "partial  services"  basis  if  the 
patient  initiates  but  does  not  follow  through  with  treatment,  or  if  the  patient  becomes  high  risk  during  the  latter 

Eart  of  her  pregnancy.  Or,  the  obstetrician-gynecologist  may  bill  a  global  fee  for  Total  Maternity  Case 
lanagement  at  a  rate  of  $430. 

Pennsylvania.  Rates  indicated  are  for  delivery  only.  Pennsylvania  Medicaid  reimburses  obstetrician-gynecologists 
for  an  unlimited  number  of  medically  necessary  office  visits  for  prenatal  care  at  a  rate  of  $18  per  visit. 

South  Carolina.  Rates  indicated  are  for  delivery  only.  Risk  assessment  is  required  for  all  Medicaid-eligible 
pregnant  women  and  is  conducted  during  the  initial  prenatal  visit.  The  initial  visit  is  reimbursed  at  $50  and  risk 
assessment  at  $20.  Prenatal  and  postpartum  services  are  reimbursed  at  $20.  Additional  reimbursement  for  enhanced 
services  is  available  under  the  Healthy  Mothers  and  Healthy  Futures  program. 

Texas.  Obstetrician-gynecologists  are  reimbursed  on  a  reasonable  charge  basis  using  the  Medicare  pricing  profiles. 
Rates  indicated  represent  an  average  payment.  Texas  Medicaid  does  not  reimburse  a  global  rate  for  total  obstetric 
care.  Prenatal  care  is  reimbursed  on  a  per  visit  basis  at  a  maximum  rate  of  $16  for  a  normal  pregnancy  and  $19.20  for 
a  high-risk  pregnancy. 

Virginia.  Under  Virginia's  Baby  Care  Program,  high-risk  services  are  reimbursed  at  additional  rates. 

Washington.  Effective  August  1,  1989,  additional  reimbursement  is  available  under  Washington's  First  Steps 
Program.  An  Initial  Prenatal  Assessment  is  reimbursed  at  $50.  This  includes  medical  history,  physical 
examination,  and  identification  of  risk  factors.  The  Initial  Prenatal  Assessment  may  be  billed  once  per  patient  and 
within  120  days  of  the  assessment.  Obstetrician-gynecologists  may  bill  for  the  management  of  high-risk 
pregnancies  as  specified;  physicians  providing  documentation  of  high-risk  indicators  not  specified  may  also  bill  for 
the  additional  reimbursement.  High-risk  management  may  be  billed  in  addition  to  routine  antepartum  care  and/or 
total  obstetric  care  only  if  a  high-risk  condition  exists  during  the  trimester  of  care.  Antepartum  care  must  be  billed 
within  120  days  of  the  end  of  each  trimester.  The  reimbursement  rates  for  high-risk  management  are  as  follows: 
first  trimester— $75;  second  trimester— $75;  third  trimester— $150.  There  is  also  a  fee  for  management  of  labor 
under  the  First  Steps  Program  of  $100  that  may  be  billed  when  you  are  the  physician  who  has  managed  prenatal 
care  but  cannot  perform  the  delivery  due  to  unanticipated  medical  complications.  In  this  instance,  the  patient  must 
be  in  active  labor  and  admitted  to  a  hospital  or  certified  birthing  facility  when  the  referral  to  the  specialist  is 
made. 

West  Virginia.  Effective  July  1,  1990,  West  Virginia  Medicaid  will  discontinue  its  Total  Obstetric  Global 
reimbursement  codes. 

Wisconsin.  Rates  indicated  will  increase  in  July  1990. 


Alaska,  one  of  the  two  states  that  does  not  use  a  fixed  fee  schedule,  is  seeking  legislative 
approval  and  funding  of  a  new  profile  of  each  obstetric  provider's  usual,  customary,  and 
prevailing  (UCP)  charges.  The  Alaska  UCP  profiles  have  not  been  updated  since  1986. 
Therefore,  providers  who  entered  the  state  in  1987  have  not  been  profiled  and  are  reimbursed 
the  amount  billed;  those  providers  who  entered  the  state  before  1987  are  reimbursed  at  the 
UCP,  which  is  usually  a  lower  rate. 

In  Hawaii,  a  bill  was  enacted  on  July  9,  1990  that  reimburses  Medicaid  deliveries  for 
physicians  and  nurse-midwives  at  prevailing  state  insurance  rates.  Hawaii  is  the  first  state 
to  adopt  this  approach.  The  increase  in  rates  is  part  of  a  3-year  demonstration  project 
intended  to  increase  physician  participation  in  Medicaid  (20). 
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Medicaid  reimbursement  rates  tend  to  be  lower  than  third-party  rates,  and  research  indicates 
that  the  differential  between  payments  from  public  programs  and  charges  to  private  patients 
is  a  more  important  determinant  of  participation  than  the  absolute  level  of  public  payment 
(4).  By  using  data  from  local  third-party  insurance  organizations,  states  can  compare  their 
rates  to  private  insurers'  obstetric  rates.  In  Idaho,  for  example,  a  Department  of  Health  and 
Welfare  work  group  compiled  data  from  a  number  of  different  sources,  including  current  fees 
from  obstetrician-gynecologists  in  Idaho  communities;  average  fees  from  a  survey  of 
obstetrician-gynecologists,  family  physicians,  and  general  practitioners  conducted  by  the 
Washington,  Alaska,  Montana,  and  Idaho  (WAMI)  Rural  Health  Research  Center  at  the 
University  of  Washington;  average  billings  to  the  Idaho  State  employees'  private  insurance 
pool;  and  average  billings  to  Medicaid.  The  data  base  constructed  from  all  of  these  sources 
was  used  to  develop  the  state's  new  increased  Medicaid  reimbursement  rates  for  obstetric 
services.  However,  such  data  from  third-party  insurance  organizations  may  be  difficult,  if  not 
impossible,  to  obtain. 

Unfortunately,  little  data  are  available  on  the  effect  of  increased  reimbursement  on  obstetric 
provider  participation  in  the  Medicaid  program.  Recently,  New  York  completed  a  study 
showing  that  the  number  of  private  physicians  participating  in  the  provision  of  Medicaid 
obstetric  services  in  the  first  6  months  of  1988  increased  9.18%  over  the  number  participating  in 
the  first  6  months  of  1987  (21).  Researchers  at  the  University  of  Southern  Maine  are  currently 
studying  the  effects  that  increased  fees  have  on  patient  access  to  health  care  and  physician 
participation  in  Maine's  Medicaid  program.  Additionally,  the  state  of  Maryland  plans  a 
study  to  examine  the  effect  of  increased  reimbursement  on  obstetric  provider  participation 
rates.  Some  states  interviewed  report  positive  comments,  albeit  anecdotal,  from  their 
obstetric  providers  about  fee  increases,  including  California,  Colorado,  Florida,  Idaho, 
Kentucky,  Montana,  New  Hampshire,  New  York,  and  Pennsylvania.  Other  states,  such  as 
Delaware,  Nebraska,  and  South  Dakota,  have  indicated  that  they  are  unsure  how  providers 
are  reacting  to  the  fee  increases.  In  North  Carolina,  it  is  thought  that  fee  increases  have  only 
stabilized  existing  physician  participation  rates  for  maternity  care.  Finally,  the  Michigan 
Medicaid  Agency  reports  that  even  with  fee  increases,  the  Medicaid  program's  reimbursement 
level  continues  to  be  lower  than  that  of  private  insurance  and  problems  of  participation 
persist. 

Restructuring  Fees 

Some  states  reimburse  obstetric  care  under  Medicaid  on  a  global  basis,  covering  prenatal  care, 
delivery,  and  postpartum  care  in  a  single  fee.  Others,  including  Delaware,  Kentucky, 
Mississippi,  South  Carolina,  and  Texas,  reimburse  separately  for  the  prenatal,  delivery,  and 
postpartum  components  of  maternity  care.  In  all  states,  however,  delivery  and  prenatal  visits 
are  also  reimbursable  on  a  per-visit  basis;  but  this  reimbursement,  when  added  together,  is 
likely  to  be  lower  than  the  global  fee,  if  there  is  one.  Texas  discontinued  its  global  rate  in 
order  to  encourage  early  entry  into  prenatal  care.  With  that  change,  maternity  clinics  that 
provide  prenatal  care  but  not  delivery  services  are  now  reimbursed.  South  Carolina 
discontinued  global  reimbursement  in  favor  of  reimbursement  for  individual  services  because 
the  latter  method  was  thought  to  be  more  cost  effective.  In  1988,  Kentucky  rejected  the  global 
billing  approach  because  of  administrative  complexity  and  because  of  fluctuations  in  the 
eligibility  status  of  Medicaid  patients  (15).  Continuous  eligibility  is  now  a  federal  mandate; 
therefore,  concerns  regarding  the  fluctuation  in  eligibility  of  the  patient  are  no  longer 
applicable. 

Some  states  have  also  established  alternate  fee  structures.  For  example,  a  separate 
reimbursement  of  $500  for  prenatal  care  has  been  established  in  Missouri.  The  Obstetric 
Subcommittee  to  the  Physicians'  Task  Force,  an  advisory  committee  to  Missouri  Medicaid, 
recognized  it  was  necessary  to  pay  separately  for  prenatal  care  to  reduce  inadequate  prenatal 
care,  as  well  as  to  increase  provider  satisfaction.  To  receive  this  global  prenatal  care 
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reimbursement,  however,  the  obstetric  provider  must  render  at  least  five  prenatal  care  visits. 
Kansas  reimburses  on  a  package  rate  per  trimester  for  prenatal  care.  Although  this  state  has 
a  global  rate  for  total  obstetric  care,  a  provider  must  bill  for  prenatal  care  using  the  trimester 
package  if  a  pregnant  Medicaid  patient  received  any  prenatal  care  from  another  Medicaid 
provider.  According  to  the  state's  fiscal  agent,  some  providers  in  Kansas  are  frustrated  with 
this  requirement.  For  example,  if  an  obstetric  provider  bills  globally,  unaware  that  the 
patient  was  originally  seen  by  a  different  provider  for  prenatal  care,  the  claim  will  be 
denied;  the  provider  must  then  resubmit  the  claim,  billing  separately  per  trimester  for 
prenatal  care. 

When  states  do  not  use  the  global  method  to  reimburse  for  maternity  care  under  Medicaid,  it  is 
important  that  the  link  between  prenatal  care,  delivery,  and  postpartum  care  be  maintained. 
This  is  particularly  true  for  the  Medicaid  patient  who  may  be  at  high  risk  and  for  whom 
information  from  prenatal  care  may  be  especially  important  for  increasing  the  chance  of  a 
healthy  birth  outcome.  As  discussed  above,  Missouri  allows  charges  for  maternity  care  to  be 
separated  into  the  prenatal  care  package  and  delivery  and  postpartum  care.  However,  when 
the  individual  payments  for  the  prenatal  care  package,  vaginal  delivery,  and  postpartum 
care  are  combined,  the  total  equals  that  of  the  global  reimbursement.  The  state  decided  to 
allow  providers  either  billing  option  in  order  to  accommodate  those  obstetrician- 
gynecologists  and  family  practitioners  who  provide  prenatal  care  and  intend  to,  but 
ultimately  do  not,  perform  the  delivery.  It  must  be  emphasized,  however,  that  obstetric 
providers  are  strongly  encouraged  to  provide  the  full  range  of  services  and  bill  the  global  rate. 

Both  California  and  New  Hampshire  have  eliminated  the  differential  in  global  obstetric 
reimbursement  between  global  vaginal  and  cesarean  delivery.  In  California,  as  no  significant 
fee  increases  for  obstetric  services  are  planned  for  the  future,  the  state  intends  to  increase 
reimbursement  for  high-risk  maternity  care  rather  than  providing  higher  reimbursement  for 
cesarean  deliveries.  Both  Montana  and  Oregon  have  brought  the  fees  for  vaginal  and 
cesarean  delivery  closer  together.  In  Oregon,  this  move  was  made  so  that  additional  monies 
could  be  allocated  for  family  planning  services. 

Providing  Rural  Incentives 

In  many  rural  areas  of  the  country,  all  pregnant  women,  regardless  of  the  type  of  insurance 
they  have,  experience  problems  with  access  to  care  for  maternity  services.  To  encourage 
physicians  to  provide  care  in  rural  settings,  some  states  have  looked  at  establishing 
differential  Medicaid  payments  for  providers  rendering  maternity  care  in  rural  and  urban 
areas.  West  Virginia,  for  example,  in  July  1990  discontinued  global  fees  and  set  two  levels  of 
payment  for  the  same  prenatal  service  based  on  whether  the  service  was  provided  in  a  rural 
or  urban  area.  Due  to  provider  dissatisfaction,  however,  the  differential  was  discontinued  as 
of  October  11, 1990.  Montana  rejected  rural  and  urban  differentials  in  part  because  of  objections 
raised  by  urban  providers  who  render  care  to  pregnant  women  residing  in  rural  areas.  Instead, 
the  state  opted  to  increase  global  rates  for  maternity  care  for  all  providers. 

Expanding  the  Reimbursable  Scope  of  Services 

Some  states  now  reimburse  obstetric  providers  additional  amounts  for  specific  maternity  visits 
and  services.  For  example,  an  initial  prenatal  assessment  that  includes  specific  services  such 
as  a  medical  history,  physical  examination,  and  identification  of  risk  factors  may  be 
reimbursed  at  a  higher  level  than  subsequent  prenatal  care  visits.  Wyoming  increased  the  fee 
for  an  initial  office  visit  for  maternity  care  to  $70;  South  Carolina  has  established  a  $100  fee 
for  an  enhanced  initial  obstetric  office  visit  which  includes  a  Women,  Infants,  and  Children 
(WIC)  referral  and  the  initial  obstetric  exam.  According  to  the  state  Medicaid  agency, 
obstetrician-gynecologists  are  pleased  with  this  arrangement  and  there  has  been  an  increase 
in  the  use  of  this  procedure  code  in  Medicaid  billing.  In  California,  obstetric  providers  who 
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participate  in  California's  Comprehensive  Perinatal  Services  Program  (CPSP)  receive  a  $50 
bonus  when  prenatal  care  is  begun  within  the  first  trimester.  In  addition,  CPSP  providers  can 
also  receive  an  additional  $100  at  the  10th  prenatal  care  visit. 

Additional  payment  to  obstetric  providers  is  also  available  in  some  states,  such  as  Idaho, 
Maryland,  Ohio,  and  West  Virginia,  for  performing  a  prenatal  risk  assessment.  West 
Virginia  uses  the  Problem-Oriented  Perinatal  Risk  Assessment  System  (POPRAS  III)  to 
identify  high-risk,  Medicaid-eligible  pregnant  women.  The  primary  care  provider  will  be 
reimbursed  $100  by  Medicaid  if  parts  1 A  and  IB  of  the  POPRAS  are  completed  during  the  first 
15  weeks  of  pregnancy,  or  $50  if  completion  occurs  during  the  second  or  third  trimester  of  care. 

In  Maryland's  Healthy  Start  Program,  obstetric  providers  can  be  reimbursed  by  Medicaid  for 
providing  enriched  maternity  services,  including  prenatal  and  postpartum  counseling;  health 
education;  nutrition  education  for  pregnant  and  postpartum  women;  care  coordination;  and 
referral  to  the  local  health  department  for  additional  services,  such  as  high-risk  nutrition 
services  and  case  management  services.  Similar  services  are  covered  by  Oregon's  Enhanced 
Maternity  Management  Program.  Providers  receive  an  additional  $10  per  prenatal  care  visit 
for  rendering  these  enriched  services.  It  should  be  noted  that  the  Maryland  program  is 
particularly  well  suited  to  the  private  provider.  A  similar  program  is  also  in  place  in  South 
Carolina  through  the  state's  Healthy  Mothers-Healthy  Futures  Program,  in  which  the 
private  provider  can  easily  participate.  Under  this  program,  obstetric  providers  receive 
enhanced  reimbursement  from  Medicaid  for  providing  maternity  care  that  incorporates 
health  education,  referral  to  community  support  services,  and  follow-up  on  missed 
appointments.  These  additional  services  must  be  documented,  albeit  briefly,  in  a  patient's 
record.  South  Carolina  is  using  funds  donated  from  Mead  Johnson  and  Ross  Laboratories  to  fund 
the  state's  share  of  these  enhanced  payments. 

Additional  payments  are  also  available  for  providing  high-risk  care  to  Medicaid-eligible 
pregnant  women  in  Florida,  Michigan,  Ohio,  Oregon,  and  Washington.  In  Michigan, 
pregnancies  are  considered  high  risk  if  the  patient  is  at  risk  for  medical  complications,  if  she 
is  in  need  of  psychologic  or  nutritional  counseling,  or  if  she  is  under  age  17  or  over  age  35. 

In  Oklahoma,  the  state  allows  obstetric  providers  to  bill  one  ultrasound  per  pregnancy 
separately  from  the  global  fee.  A  second  ultrasound  is  allowed  for  medical  necessity.  In 
addition,  Oklahoma  Medicaid  is  working  with  independent  laboratories  to  devise  a  program 
whereby  obstetric  providers  can  use  a  wider  range  of  laboratories  for  prenatal  tests  and  bill 
Medicaid  for  these  procedures.  In  West  Virginia,  the  state  will  reimburse  obstetric  providers 
for  services  that  Medicaid-eligible  pregnant  women  receive  for  medical  conditions  unrelated 
to  prenatal  care.  According  to  the  state,  providers  are  pleased  with  this. 

Experimenting  with  New  Payment  Methodologies 

Maine  is  currently  implementing  the  Resource  Based  Relative  Value  Scale  (RBRVS)  as  a 
method  to  determine  provider  reimbursement  under  Medicaid.  The  RBRVS  is  a  method  of 
reimbursement  that  assigns  values  to  physicians'  services  based  on  the  work  required  to 
perform  a  service.  Such  a  system  is  currently  being  implemented  for  the  Medicare  program. 
The  Michigan  Medicaid  agency  has  run  a  simulation  using  state  Medicaid  data  to  determine 
how  the  RBRVS  would  affect  physician  reimbursement  in  that  state.  Two  other  state 
Medicaid  agencies,  Alabama  and  Missouri,  have  also  suggested  looking  at  the  RBRVS  for 
reimbursement  under  Medicaid. 

Reimbursement  Issues  for  Other  Providers 

Low  reimbursement  for  other  provider  specialties  may  affect  access  to  obstetric  care  for 
Medicaid-eligible  women.  For  example,  in  Arkansas,  fees  for  anesthesiologists  were  raised, 
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in  part  because  Medicaid-eligible  patients  were  experiencing  difficulty  in  obtaining  surgical 
services  such  as  tubal  ligations. 

Disproportionate  Share  Payments 

HCFA  will  recognize  an  incentive  payment  for  high-volume  providers  participating  in  the 
Medicaid  program,  including  private  obstetric  providers.  This  high-volume  incentive 
parallels  the  concept  of  "disproportionate  share"  used  for  reimbursing  hospitals.  Until 
recently,  Missouri  provided  incentive  payments  to  high-volume  obstetric  providers,  including 
private  physicians,  who  participate  in  the  state's  Medicaid  program.  However,  when  the 
state  increased  its  reimbursement  rates  for  obstetric  providers,  these  incentive  payments  were 
discontinued. 

ADMINISTRATIVE  ISSUES 

The  Medicaid  bureaucracy  and  its  complex  administrative  procedures  are  often  cited  as  a 
barrier  to  physician  participation  in  Medicaid.  States  must  process  90%  of  "clean  claims,"  ie, 
those  that  are  error  free,  within  30  days.  Yet,  even  with  the  above  provision,  slow  payment 
for  services  by  Medicaid  is  a  significant  problem  for  obstetric  providers,  and  it  is  unclear 
whether  the  factors  that  lead  to  slow  payment  are  being  addressed  to  the  satisfaction  of 
providers.  Often,  slow  Medicaid  payment  can  be  attributed  to  claims  that  are  pending  or 
ultimately  rejected  because  of  errors  made  by  providers  in  completing  the  claim  form.  Slow 
payment  may  also  result  because  claims  for  specific  services,  such  as  a  cesarean  delivery  or  a 
tubal  ligation  sterilization  procedure,  are  singled  out  for  special  manual  review  by  the 
Medicaid  agency  or  fiscal  agent.  It  must  be  emphasized  that  slow  payment  can  be  especially 
infuriating  to  providers  who  bill  globally — these  providers  may  need  to  wait  almost  a  year  to 
receive  payment  for  obstetric  care  rendered.  Others  have  suggested  that  slow  or  delayed 
payment  is  a  calculated  state  strategy  to  manage  the  lack  of  state  revenues  to  fund  Medicaid 
services. 

Bureaucratic  red  tape  is  a  chief  complaint  of  obstetric  providers.  Examples  of  red  tape  include 
the  inability  to  contact  provider  relations  for  assistance,  unexplained  claim  rejections,  the 
auditing  of  providers  for  fraud  and  abuse,  the  necessary  attachments  and  documentation 
required  to  receive  payment,  and  the  complexity  of  the  Medicaid  claim  form.  In  interviews 
with  obstetric  providers,  some  commented  that  state  Medicaid  agencies  neither  identify 
clearly  nor  announce  in  a  timely  manner  payment  procedures  for  obstetric  services.  The  need  to 
obtain  prior  authorization  for  certain  procedures,  such  as  hysterectomy  and  sterilization,  was 
also  an  objection  cited  by  obstetric  providers.  In  addition,  obstetric  providers  and  their  staff 
often  express  criticism  over  the  complexity  of  Medicaid  claim  form.  It  is  unclear,  from 
interviews  with  both  Medicaid  program  staff  and  obstetric  providers,  whether  billing 
manuals  and  training  are  understandable  to  office  staff  who  usually  complete  the  Medicaid 
claim  form. 

While  some  of  the  state  Medicaid  programs  interviewed  believe  that  obstetric  claims 
processing  is  a  problem  for  provider  participation  in  Medicaid,  others,  including  Kentucky's, 
maintain  that  it  is  not  a  problem.  In  New  Hampshire,  claims  processing  was  one  of  the  topics 
addressed  by  the  state's  Medicaid  Provider  Participation  Task  Force,  formed  in  1989.  When 
this  issue  was  confronted  by  the  task  force,  the  original  contention  was  that  billing  for 
providers  under  Medicaid  was  a  problem.  However,  upon  further  discussion,  the  problems 
seemed  to  be  the  result  of  misconceptions.  For  example,  physicians  in  New  Hampshire 
believed  erroneously  that  the  state  agency  used  its  own  procedure  codes  and  a  special 
nonuniversal  claim  form.  The  special  procedure  codes  and  claim  forms,  however,  were 
eliminated  in  1985,  when  the  state  switched  fiscal  agents.  Thus,  according  to  one  member  of 
the  task  force,  "The  billing  is  pretty  much  like  it  is  for  other  third-party  payers.  It  is  unclear 
how  much  of  a  problem  claims  processing  really  is — and  how  much  is  perceived."  In  North 
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Carolina,  problems  with  claims  processing  may  also  be  more  of  a  perceived  problem,  with 
some  of  the  negative  perceptions  on  the  part  of  physicians  carried  over  from  the  1970s,  before 
the  state  had  initiated  automated  claims  processing.  Such  misperceptions  indicate  that 
obstetric  providers  may  be  unaware  of  the  strides  made  to  improve  claims  processing. 

State  Medicaid  program  staff  often  expressed  the  opinion  in  interviews  that  problems  with 
claims  processing,  when  they  do  occur,  can  be  attributed  to  the  provider  or  provider's  office 
staff.  Most  states  were  quick  to  stress  they  use  the  HCFA  1500  form,  which  is  similar  to  claim 
forms  used  by  private  insurance  companies.  In  addition,  most  states  offer  training  and  billing 
seminars  for  provider  staff  on  how  to  complete  the  claim  form.  Medicaid  staff  commented 
that  often  there  is  little  continuity  in  office  staff  and  there  is  little  effort  on  the  provider's 
part  to  ensure  training  for  new  staff.  In  addition,  Medicaid  staff  expressed  concern  over 
whether  important  billing  information  and  changes  in  the  Medicaid  program  that  are 
addressed  to  the  physician  were  being  passed  on  to  billing  staff.  When  further  queried  on 
specific  reasons  why  claims  are  denied,  the  chief  problem  was  thought  to  be  that  the  provider 
or  office  staff  were  "simply  not  filling  out  the  claim  form  correctly/'  Errors  can  include 
incorrect  entry  of  the  patient's  eligibility  or  provider  number,  failure  to  submit  attachments 
required  for  payment,  and  the  use  of  incorrect  or  obsolete  CPT  codes;  but  it  is  also  possible  that 
not  all  state  Medicaid  programs  are  using  the  most  current  CPT  codes.  Another  common 
problem  cited  by  Medicaid  staff  is  that  the  provider  has  not  verified  the  eligibility  of  the 
patient,  but  providers  may  be  experiencing  difficulty  confirming  eligibility  because  states  do 
not  have  systems  in  place  that  easily  access  this  information. 

From  information  obtained  in  interviews  with  both  Medicaid  program  staff  and  obstetric 
providers,  three  points  merit  discussion.  First,  although  many  states  allow  providers  to  bill 
using  the  HCFA  1500  claim  form — a  form  identical  to  the  AMA  universal  claim  form — many 
provider  billing  staffs  do  not  routinely  complete  insurance  claims,  but  leave  this  responsi- 
bility to  the  patient.  Many  private  offices  use  a  "superbill"  form  that  lists  the  medical 
procedure  codes  along  with  the  appropriate  diagnosis  codes  for  each  patient's  visit.  The 
superbill  is  accepted  by  all  major  third-party  payers.  In  most  offices,  after  each  visit  the 
patient  receives  a  superbill  that  she  simply  attaches  to  a  claim  form  and  submits  directly  to 
her  private  insurance  company. 

Second,  it  is  not  clear  whether  complex  rules  with  respect  to  billing  are  being  communicated 
clearly  to  obstetric  providers  or  to  their  billing  staff.  Nor  are  the  reasons  for  this  lack  of 
communication  clear.  Strategies  for  alleviating  this  problem  are  discussed  in  the  sections 
"Billing  Seminars  and  Training"  and  "Provider  Liaison." 

Finally,  from  interviews  with  obstetric  providers  and  their  staff,  situations  involving  claims 
that  need  to  be  submitted  repeatedly  in  order  to  receive  payment  generate  an  enormous  amount 
of  frustration.  Further,  this  frustration  over  just  one  claim,  combined  with  difficulty  in 
contacting  provider  relations,  can  tarnish  a  provider's  perception  of  the  Medicaid  program. 
More  importantly,  in  the  view  of  some  obstetric  providers,  if  administrative  problems 
associated  with  claims  processing  could  be  solved,  they  would  be  more  willing  to  participate 
in  the  Medicaid  program.  Thus,  to  encourage  and  increase  physician  participation,  state 
Medicaid  agencies  may  want  to  consider  implementing  some  of  the  initiatives  described  in 
this  section  to  make  their  program  easier  to  use.  In  order  to  alleviate  some  of  the  problems 
associated  with  claims  processing,  states  have  developed  the  following  initiatives. 

Electronic  Claims  Processing 

This  allows  providers  to  bill  either  tape-to-tape,  usually  through  an  outside  billing  service, 
or  through  their  personal  computer  using  a  specific  software  program  and  a  modem.  Electronic 
billing  has  been  implemented,  for  example,  in  Idaho,  Kansas,  Kentucky,  Mississippi,  New 
Hampshire,  New  York,  Oregon  and  Wisconsin. 
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Electronic  billing  has  advantages  for  both  the  obstetric  provider  and  the  Medicaid  agency. 
For  the  obstetric  provider,  payment  on  a  clean  claim  submitted  electronically  is  quicker  than 
those  submitted  on  paper.  In  addition,  many  of  the  provider  errors,  such  as  wrong  provider 
numbers,  substitution  of  alpha  for  numeric  characters,  and  incorrect  CPT  codes,  can  be 
eliminated.  Moreover,  should  a  claim  need  to  be  resubmitted,  the  provider's  billing  clerk  can 
easily  make  the  necessary  changes  directly  on  the  computer  screen  and  resubmit  the  claim  via 
modem,  eliminating  the  need  to  fill  out  another  claim  form.  From  the  Medicaid  agency  and 
fiscal  agent  perspective,  electronic  billing  is  also  beneficial  because  many  of  the  front-end 
errors  associated  with  data  entry  are  reduced.  In  addition,  electronic  billing  is  cost  effective 
for  Medicaid  programs  because  fewer  personnel  are  needed  to  perform  data  entry  functions 
associated  with  paper  claims.  In  some  states,  such  as  Idaho,  Kansas,  New  Hampshire,  New 
York,  and  Wisconsin,  the  fiscal  agent  will  furnish  free  software  to  the  obstetric  provider's 
office,  set  up  the  billing  system  for  the  provider,  and  supply  personal  attention  until  the 
provider's  staff  is  comfortable  with  the  new  system  of  billing.  These  states  are  encouraging 
providers  to  bill  electronically  and  are  vigorously  marketing  this  option  through  the  use  of 
bulletins,  messages  on  the  bottoms  of  remittance  notices,  provider  training  seminars,  and  visits 
to  individual  provider  offices.  In  Idaho  and  New  Hampshire,  the  state's  fiscal  agent 
distributes  office  supplies,  such  as  pencils,  pens,  and  oversized  plastic  paper  clips  to  encourage 
providers  to  switch  to  electronic  billing.  Kentucky  invites  software  vendors  to  set  up  exhibits 
at  annual  provider  workshops  conducted  in  the  state. 

In  order  to  allow  providers  to  bill  electronically  for  obstetric  procedures  requiring 
attachments,  the  Missouri  Medicaid  program  is  considering  the  use  of  unused  fields  on  the 
HCFA  1500  billing  form.  Kansas  is  also  in  the  process  of  developing  a  window  screen  that 
providers  can  use  for  attachments  when  billing  electronically.  States  that  have  instituted 
electronic  billing  are  receiving  a  positive  response  from  obstetric  providers  and  their  billing 
staffs. 

There  are  some  disadvantages  to  electronic  billing.  For  example,  if  a  provider's  office  lacks 
the  necessary  computer  hardware,  billing  via  a  personal  computer  and  modem  is  not  an  option. 
However,  providers  can  still  use  an  outside  billing  company  in  order  to  submit  claims  tape-to- 
tape.  Also,  sterilization  claims  must  still  be  submitted  on  paper  because  of  the  federal 
requirements  regarding  the  consent  form. 

Provider  Assistance  Telephone  Lines 

Some  states  have  "help  lines"  to  answer  provider  inquiries  about  billing.  These  telephone 
lines  are  usually  administered  through  the  Medicaid  agency  or  the  fiscal  agent,  and,  in  some 
instances,  by  both.  In  most  states,  the  provider  assistance  lines  are  not  limited  specific 
providers.  However,  in  California  there  is  a  hot  line  devoted  to  answering  questions  about 
maternity  claims.  Trained  obstetric  billing  specialists  answer  obstetric  billing  questions, 
summarize  claims  in  process,  and  assist  in  follow-up  with  any  billing  problems.  Interviews 
with  both  obstetric  providers  and  Medi-Cal  indicate  a  positive  response.  The  Colorado 
Medicaid  program  offers  a  Medicaid  communications  service  through  its  fiscal  agent  that 
answers  billing  questions  for  all  Medicaid  providers,  including  obstetrician-gynecologists. 
Several  provider  representatives  are  specifically  trained  regarding  prenatal  and  obstetric 
services  and  are  available  to  answer  these  questions.  This  provider  assistance  line  responds 
quickly  which  has  greatly  added  to  its  success.  In  Pennsylvania,  special  staff  are  dedicated 
to  handle  telephone  inquiries  from  providers  enrolled  in  the  Medicaid  Healthy  Beginnings 
Plus  Program,  which  provides  payment  for  care  coordination  and  comprehensive  medical  and 
nonmedical  maternity  services. 

While  provider  assistance  lines  are  generally  helpful  to  office  staff,  a  major  complaint  cited 
by  billing  clerks  is  that  these  telephone  lines  are  often  busy.  In  addition,  it  is  not  uncommon 
for  a  provider's  staff  to  be  kept  on  hold  for  a  lengthy  period  of  time  before  they  are  able  to 
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speak  with  a  provider  relations  representative.  Moreover,  not  all  provider  assistance  lines 
are  toll  free,  a  point  which  further  irritates  provider  staff  if  they  are  placed  hold  for  a 
substantial  period  of  time.  In  interviews  with  Medicaid  staff,  it  was  acknowledged  that 
these  assistance  lines  are  frequently  busy  and  that  office  staff  may  be  placed  on  hold  until  a 
provider  relations  representative  is  available.  In  some  states,  such  as  Pennsylvania,  the 
provider  assistance  lines  are  severely  understaffed.  Mississippi  has  added  more  telephone 
lines  to  help  remedy  this  problem  and  is  monitoring  how  long  it  takes  for  a  provider's  call  to 
be  answered.  Kansas  has  also  increased  the  number  of  telephone  lines  available  for  provider 
questions. 

Billing  Seminars  and  Training 

Most  states  have  training  sessions  to  help  provider  staff  learn  how  to  fill  out  Medicaid  claim 
forms.  These  training  sessions  are  usually  conducted  either  in  a  large  group  setting  or  on  an 
individual  basis  in  the  provider's  office.  Interviews  with  providers  and  their  staff  indicate 
such  training  sessions  are  quite  helpful.  However,  special  efforts  are  needed  to  keep  up  with 
the  turnover  of  providers'  office  staff  and  impress  upon  providers  the  need  to  ensure  training 
for  new  staff.  One  state,  Pennsylvania,  eliminated  the  field  representatives  who  conducted 
provider  training  and  currently  there  is  no  technical  assistance  available  to  providers  or  their 
staffs  for  billing  inquiries.  The  state  is  in  the  process  of  reinstating  positions  because  of 
complaints  from  providers. 

To  improve  their  relationships  with  providers  with  respect  to  billing  issues,  some  states  have 
enhanced  their  provider  assistance  activities.  For  example,  in  Arkansas  the  state  Medicaid 
Agency  is  investigating  the  use  of  small  hands-on  training  sessions  for  provider  billing  staff, 
rather  than  the  larger  group  lecture  format  used  in  previous  years.  The  state  has  found  face-to- 
face  contact  with  each  physician  specialty  beneficial  in  reducing  provider  inquiries  and 
increasing  provider  satisfaction.  To  better  assist  providers,  California's  fiscal  intermediary  is 
developing  technical  assistance  materials  for  office  staff  training.  These  materials  are 
targeted  for  providers  in  small  group  and  solo  practices  in  geographic  areas  defined  as 
medically  underserved.  Materials  will  include  a  concise  desktop  reference,  which  will 
provide  quick  reference  to  the  most  commonly  asked  billing  and  claim  form  problems.  A 
videotaped  orientation  to  the  fiscal  intermediary  system  is  being  distributed  to  providers, 
and  two  videotapes  are  being  developed  that  address  the  most  frequently  identified  billing 
problems.  These  videotapes  are  used  in  conjunction  with  visits  to  provider  offices  by  the  fiscal 
intermediary  staff.  In  Michigan,  provider  relations  representatives  will  visit  the  office  if  in 
the  provider's  neighborhood  to  maintain  communication  and  determine  if  problems  are 
occurring  with  billing. 

Some  states,  such  as  California,  New  York,  and  Montana,  are  targeting  those  provider  offices 
with  high  billing  error  rates  and  following  up  with  necessary  instruction.  In  New  York,  the 
state's  fiscal  agent  also  generates  a  weekly  report  of  payment  summaries  and  county  denial 
rates  by  provider  type.  Those  physicians  with  a  high  rate  of  claim  denials  are  contacted  by 
an  area  fiscal  agent  representative  to  determine  and  alleviate  problems  in  claims  processing. 

Provider  Liaison 

Some  state  Medicaid  agencies  have  established  specific  staff  liaisons  to  obstetric  providers. 
Colorado,  for  example,  has  established  the  position  of  a  clinical  coordinator  in  the 
Department  of  Physician  Services  who  is  the  designated  liaison  to  the  obstetric  and 
gynecologic  community.  In  Arizona,  where  all  care  for  the  indigent  is  managed  through  the 
Arizona  Health  Care  Cost  Containment  System  (AHCCCS),  all  14  prepaid  health  care  plans 
must  have  a  maternal  health  coordinator  whose  function  is  to  manage  the  maternity  program. 
One  of  the  AHCCCS  plans  interviewed  has  increased  the  responsibilities  of  this  position  in 
response  to  the  problems  of  obstetric  providers.  The  Maternal  Health  Coordinator  for  this 
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plan,  a  registered  nurse,  communicates  policies  and  procedures  to  obstetric  providers, 
authorizes  medical  procedures  (as  opposed  to  staff  with  no  medical  training),  reviews 
medical  claims  and  standards  of  care,  and  assists  the  provider  relations  department  on  field 
visits  to  obstetric  providers  (22).  The  South  Carolina  Medicaid  agency  has  a  specific  program 
manager  for  obstetrics  and  gynecology.  In  addition  to  recruiting  activities,  this  program 
manager  contacts  new  providers  to  see  if  they  are  experiencing  any  problems  with  Medicaid, 
travels  to  physician  offices  statewide,  meets  with  office  staff  as  often  as  possible,  handles 
problem  claims,  helps  set  policies  that  affect  obstetric  providers,  develops  the  physician 
billing  manual,  and  acts  as  a  professional  liaison  to  the  South  Carolina  Medical  Association. 
In  Maryland,  nurse  consultants,  in  addition  to  their  recruiting  activities,  also  act  as 
ombudsmen  for  obstetric  providers.  In  Mississippi,  the  state  recently  placed  a  physician  on  the 
provider  relations  staff  at  the  fiscal  agent  to  answer  any  medical  questions  from  providers 
regarding  claims.  According  to  interviews  with  Medicaid  staff  in  these  states,  obstetric 
providers  are  appreciative  and  pleased  with  these  liaison  activities. 

Eligibility  Verification 

According  to  interviews  with  state  Medicaid  staff,  one  of  the  most  frequent  reasons  that  a 
Medicaid  claim  is  rejected  is  that  the  patient  is  ineligible.  Some  states  have  instituted 
eligibility  hot  lines  so  providers  can  confirm  a  patient's  eligibility.  In  Maryland,  providers 
are  encouraged  to  use  the  toll-free  Eligibility  Verification  System  (EVS);  they  are  also 
encouraged  to  read  the  handbook  describing  the  system  and  the  various  messages  generated  by 
the  EVS.  Kansas  also  has  a  voice-response  eligibility  hot  line.  Comparable  systems  have 
been  in  place  in  Oregon  since  1986.  It  should  be  noted,  however,  that  not  all  eligibility  hot 
lines  are  toll  free. 

In  New  York,  providers  can  access  to  the  Electronic  Medicaid  Eligibility  Verification  System 
(EMEVS),  which  is  a  small  terminal  placed  in  a  provider's  office  that  allows  them  to  access 
Medicaid  patient  information.  By  entering  the  recipient's  Medicaid  identification  number, 
the  provider  can  verify  ID  numbers,  eligibility,  and  approved  services.  Kansas  is  also 
planning  to  develop  such  a  system  that,  in  addition  to  verifying  eligibility,  would  also  check 
on  the  status  of  claims. 

Improving  the  Provider  Manual 

A  common  problem  with  respect  to  billing  Medicaid  noted  by  provider  office  staff  is  that  the 
provider  manuals  are  too  difficult  to  understand.  To  address  this  concern,  Montana  is 
attempting  to  make  its  Medicaid  Provider  Manual  easier  to  use.  One  example  of  an  easy-to- 
understand  manual  is  the  one  distributed  by  the  Maryland  Medicaid  program  for  obstetric 
providers  participating  in  the  state's  Healthy  Start  Program.  This  manual,  particularly 
suited  for  a  physician  in  private  practice,  describes  the  Healthy  Start  Program,  provides 
sample  billing  forms,  and  includes  a  listing  of  health  departments  and  essential  Medicaid 
telephone  numbers. 

Separate  Obstetric  Medicaid  Bulletins 

In  interviews  with  obstetric  provider  office  staff,  there  were  complaints  that  information 
about  maternity  care  is  usually  "lost"  in  lengthy  Medicaid  bulletins  sent  to  the  provider. 
South  Carolina,  for  example,  has  attempted  to  remedy  this  problem  by  providing  separate 
obstetric  bulletins,  when  possible  (Appendix  I). 

Elimination  of  Sequential  Edits 

Some  providers  have  mentioned  sequential  editing  as  a  problem  they  encounter  when 
submitting  Medicaid  claims  for  reimbursement.  With  sequential  editing,  a  provider's  claim  is 
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removed  from  the  system  each  time  an  error  is  encountered.  Thus,  in  encountering  the  first 
error,  the  claim  is  sent  back,  the  provider  must  complete  another  claim  form,  and  resubmit  the 
claim.  If  another  error  is  found  when  the  claim  is  reprocessed  by  the  Medicaid  agency,  it  is 
again  returned  another  time  for  correction  to  the  provider.  Of  course,  resubmission  is  both 
costly  and  time  consuming,  as  well  as  enormously  frustrating  for  the  provider  or  office  staff. 
Several  states  have  developed  methods  to  limit  or  eliminate  sequential  edits.  New 
Hampshire  recognizes  two  errors  prior  to  the  claim  being  sent  back  to  the  provider.  In 
Maryland  and  Wisconsin,  systems  are  in  place  that  will  detect  all  errors  at  one  time  on 
Medicaid  claims.  Currently,  in  Florida  the  fiscal  agent  will  continue  to  process  a  claim  even 
though  it  contains  an  error,  provided  the  error  does  not  materially  affect  the  claim. 

Claims  Correction  Strategies 

Some  states  have  attempted  to  eliminate  the  need  for  providers  to  resubmit  claims  in  the  case 
of  correctable  errors.  In  Kansas  and  New  Hampshire,  a  Claims  Correction  Form  (CCF)  has 
been  developed.  The  CCF  is  sent  to  the  provider,  and  lists  all  correctable  errors  found  on  the 
claim.  Upon  receipt  of  the  CCF,  the  provider  simply  supplies  the  appropriate  information 
and  returns  the  form.  According  to  the  state's  fiscal  agent,  these  forms  are  met  favorably  by 
the  provider  community.  The  Maryland  Medicaid  program  has  developed  a  similar  form,  the 
Turn  Around  Document  (TAD),  for  claims  under  review.  The  TAD  informs  the  provider  of  the 
reason(s)  a  particular  claim  is  being  reviewed  and  asks  the  provider  to  supply  any  necessary 
information  directly  on  the  document.  The  provider  has  45  days  to  return  the  document;  once 
received  by  the  Medicaid  agency,  the  corrections  are  entered  into  the  system  and  the  claim  is 
processed.  When  the  state  first  instituted  the  TAD  in  1989,  the  number  of  pending  claims  was 
reduced  from  485,000  to  80,000  in  3  months.  According  to  an  interview  with  Maryland 
Medicaid,  the  TAD  is  received  favorably  by  providers. 

In  Utah,  the  Medicaid  agency  has  obtained  approval  from  the  HCFA  regional  office  to  make 
corrections  on  a  claim  form  over  the  telephone,  provided  that  Medicaid  staff  documents  with 
whom  in  the  provider's  office  they  spoke  and  the  changes  that  were  made  on  the  claim  form. 

Sterilization  Claims 

In  interviews  with  obstetric  providers  and  Medicaid  staff  alike,  it  is  clear  that  sterilization 
claims  pose  special  problems.  Both  providers  and  Medicaid  program  staff  are  frustrated  by 
the  federally  mandated  coverage  requirements  that  the  patient  be  at  least  21  years  old,  and 
that  30  days  elapse  between  the  time  the  consent  form  is  signed  by  the  patient  and  the 
procedure  is  performed.  Some  states,  however,  are  attempting  to  make  the  claims  process  for 
sterilization  operate  more  smoothly.  In  South  Carolina,  for  example,  there  is  one  person  in 
the  Medicaid  agency  whose  primary  responsibility  is  to  process  sterilization  claims. 
Obstetric  providers  are  encouraged  to  send  all  sterilization  claims  directly  to  this  person, 
rather  than  the  fiscal  agent.  In  California,  with  assistance  from  ACOG  District  DC  and  the 
California  Medical  Association,  the  standard  sterilization  form  was  redesigned  in  order  to 
make  it  easier  to  use.  In  Kansas,  changes  were  made  in  the  state's  claims  processing  system  so 
that  only  the  first  surgeon  performing  a  sterilization  need  submit  a  consent  form;  other 
providers  assisting  with  the  surgery  are  not  required  to  include  the  consent  form  with  their 
claims.  In  only  one  state  interviewed,  North  Carolina,  does  the  processing  of  sterilization 
claims  for  both  the  provider  and  the  Medicaid  agency  not  seem  to  be  a  problem.  Apparently, 
there  is  good  communication  between  providers,  the  state  Medicaid  agency,  and  the  local 
health  departments  over  this  issue. 

Third-Party  Liability 

In  conjunction  with  OBRA-1989  recommendations,  in  March  1990  New  York  instituted  Third 
Party  Liability  ("pay  and  chase")  (18).  All  service  claims  by  providers  for  eligible  pregnant 
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women  that  would  have  been  previously  denied  because  they  were  covered  by  third-party 
insurance  are  now  paid  by  the  New  York  Medicaid  program.  The  state,  rather  than  the 
provider,  then  seeks  reimbursement  from  the  third-party  payer.  According  to  New  York,  the 
initial  response  from  the  provider  community  has  been  favorable  since  it  has  sped  up  claim 
processing  and  payment. 

Committees  and  Task  Forces  on  Claims  Processing 

Some  states  have  initiated  committees  and  task  forces  to  examine  the  problems  associated 
with  claims  processing  under  Medicaid.  In  Alabama,  for  example,  the  Claims  Processing 
Committee  of  the  Physicians  Task  Force  (composed  of  Medicaid  staff  and  physicians)  made 
recommendations  to  eliminate  the  180-day  limit  on  filing  claims  after  a  service  is  provided, 
use  simpler  language  for  all  provider  notices  and  bulletins,  and  repeat  important  provider 
notices  in  subsequent  provider  bulletins.  In  New  Hampshire,  the  Task  Force  on  Increasing 
Provider  Participation  in  the  Medicaid  program  advocated  that  efforts  should  be  made  to 
simplify  and  streamline  billing  procedures,  including  allowing  providers  to  use  a  superbill, 
eliminating  the  sequential  editing  system  for  notifying  providers  of  errors,  and  continuing  to 
process  claims  that  contain  an  error  if  the  error  does  not  materially  affect  the  claim.  In 
Missouri,  the  Medicaid  Physicians'  Task  Force  made  recommendations  to  lighten  the 
administrative  burden  on  physician  providers.  These  included  reformatting  the  Missouri 
Medicaid  Provider  Bulletin  to  make  it  more  easily  understood  by  providers,  eliminating 
attachments  to  the  standard  billing  form  when  possible,  and  using  a  toll-free  line  to  confirm 
patient  eligibility.  The  latter  two  recommendations  have  been  implemented  and  the  state  is 
receiving  good  reactions  from  physicians. 

PROFESSIONAL  LIABILITY 

Concerns  over  professional  liability  are  another  reason  obstetric  providers  do  not  participate 
in  Medicaid  for  maternity  services.  This  problem  is  of  concern  to  all  obstetric  providers, 
however,  not  just  Medicaid  providers.  In  1990,  ACOG  surveyed  its  membership  and  found  that 
12.2%  of  obstetrician-gynecologists  surveyed  had  stopped  practicing  obstetrics  as  a  result  of 
malpractice  concerns  (23).  In  addition,  24.2%  of  obstetrician-gynecologists  had  decreased  the 
level  of  high-risk  obstetric  care  that  they  provide.  Moreover,  46.3%  of  obstetrician- 
gynecologists  surveyed  devote  10%  or  less  of  their  time  caring  for  high-risk  obstetric  patients. 
The  implications  of  this  statistic  may  be  particularly  troubling  for  Medicaid  programs, 
considering  the  high-risk  status  of  many  of  their  patients.  These  trends  are  consistent  with 
similar  findings  from  other  studies  (24). 

Family  physicians  have  also  discontinued  obstetric  practice  due  to  liability  problems  (25,26). 
In  rural  areas,  family  physicians  are  critical  to  the  provision  of  obstetric  services.  One  survey 
found  that  35%  of  family  physicians  and  general  practitioners  surveyed  in  Washington  state 
had  discontinued  obstetric  practice  after  January  1,  1986  because  of  the  fear  of  a  malpractice 
suit  (26). 

In  1988,  the  Institute  of  Medicine  (IOM)  convened  a  committee  of  experts  to  examine  the 
impact  of  professional  liability  in  obstetrics.  In  its  report  Medical  Professional  Liability  and 
the  Delivery  of  Obstetrical  Care,  the  panel  concluded  that  a  crisis  exists  in  the  area  of 
medical  professional  liability  (27).  The  committee  also  analyzed  the  impact  of  medical 
professional  liability  on  the  provision  of  obstetric  care  to  poor  women  and  women  served  by 
Medicaid  and  concluded  that  '"the  effects  of  professional  liability  concerns  in  obstetrics  are 
being  disproportionately  experienced  by  poor  women  and  women  whose  obstetric  care  is 
financed  by  Medicaid  or  provided  by  Community  and  Migrant  Health  Centers"  (27). 

The  cost  of  liability  insurance  premiums  has  risen  dramatically  for  providers  of  obstetric  care 
in  the  past  decade.  Although  the  cost  paid  by  obstetrician-gynecologists  show  substantial 
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regional  variations,  respondents  to  the  ACOG  survey  paid  an  average  of  $38,138  for 
professional  liability  insurance  in  1989  (23).  Family  physicians  who  do  obstetrics  also  have 
experienced  rapidly  increasing  liability  premiums.  Insurance  premiums  for  family  physicians 
practicing  obstetrics  are  significantly  higher  than  costs  for  family  physicians  not  practicing 
obstetrics  (25,27).  According  to  the  American  Academy  of  Family  Physicians,  the  average 
premium  in  1985  for  a  $1  million  (per  incident) /$3  million  (aggregate)  malpractice  coverage 
with  obstetrics  including  cesarean  delivery  was  $9,447,  compared  with  $5,300  for  a  practice 
without  obstetrics  (28).  In  1986  those  figures  had  risen  to  $11,389  with  obstetrics  and  $6,037 
without  obstetrics.  In  some  areas  of  the  country,  the  differential  is  even  greater.  The  Institute 
of  Medicine  study  reported  that  in  Washington  and  Alabama,  family  physicians  pay  almost 
three  times  as  much  for  coverage  that  includes  obstetrics  as  for  coverage  that  does  not  (27). 

The  increase  in  professional  liability  insurance  premiums  compounds  physicians'  long- 
standing concern  about  low  Medicaid  reimbursement  for  services  (6,  27).  Liability  concerns 
about  Medicaid  are  expressed  by  physicians  in  three  ways.  First,  reimbursement  under 
Medicaid  is  not  sufficient  to  cover  the  cost  of  malpractice  premiums.  Second,  with  increasing 
malpractice  costs,  providers  must  devote  more  time  to  private  patients  in  order  to  meet 
expenses  (27).  Third,  an  obstetric  provider  may  be  unwilling  to  care  for  low-income  women, 
including  Medicaid-eligible  women,  because  of  fear  of  suit.  Many  physicians  believe  that  low- 
income  patients  are  more  likely  to  initiate  suit  than  private-pay  patients.  For  example,  41% 
of  obstetrician-gynecologists  surveyed  in  Washington  state  believed  that  Medicaid  patients 
are  more  likely  to  file  a  malpractice  suit  compared  to  their  other  patients  (26).  Furthermore, 
physicians  may  perceive  that  reducing  care  to  Medicaid  and  other  low-income  women  is  a 
way  to  decrease  the  number  of  high-risk  patients,  as  these  populations  are  thought  to  be  at  a 
greater  risk  for  developing  complications  with  their  pregnancies.  Some  have  suggested  that 
all  patients  whose  care  is  paid  for  by  Medicaid  are  less  likely  to  initiate  suit  than  are  middle- 
class  or  privately  insured  patients  (29).  With  respect  to  obstetric  patients,  data  indicate  that 
women  whose  maternity  care  is  financed  by  Medicaid  file  suit  at  approximately  the  same  rate 
as  their  representation  in  the  patient  population  (30,  31). 

Medicaid  agencies  are  concerned  about  of  these  perceptions  and  aware  of  the  problem  as 
revealed  in  the  interviews  for  this  project  and  previous  documents  (15).  For  example,  in 
California,  the  Medi-Cal  agency  has  requested  guidance  from  HCFA  on  ways  to  alleviate  the 
professional  liability  problem.  In  New  Mexico,  a  Blue  Ribbon  Task  Force  composed  of 
representatives  from  the  medical,  legal,  and  insurance  industries,  as  well  as  legislators  and 
consumers,  has  been  established  at  the  University  of  New  Mexico.  After  studying  the  issue  of 
medical  professional  liability  and  its  impact  on  access  to  obstetric  services,  the  task  force  will 
make  recommendations  to  the  legislature  on  this  issue.  Partial  funding  for  this  project  will 
come  from  Medicaid  funds.  At  the  University  of  Washington,  the  Obstetrical  Access  Project,  a 
3-year  project  funded  by  the  Robert  Wood  Johnson  Foundation,  is  working  to  improve  access  to 
obstetric  care  for  low-income  women.  The  project's  activities  include  researching  malpractice 
questions,  presenting  research  findings  on  malpractice  risks  and  the  propensity  of  Medicaid 
women  to  file  claims,  sharing  ways  with  obstetric  providers  to  reduce  malpractice  risks,  and 
suggesting  ways  to  increase  patient  compliance. 

Currently  there  are  two  broad  categories  of  state  initiatives  enacted  into  law  by  state 
legislatures  that  may  be  of  interest  to  Medicaid  agencies  in  addressing  the  problem  of 
professional  liability  as  it  relates  to  obstetrics.  It  should  be  noted  that  these  initiatives  are 
intended  to  ease  the  entire  obstetric  liability  situation  and  are  not  targeted  only  for  those 
physicians  participating  in  Medicaid.  The  Institute  of  Medicine  has  made  several 
recommendations  for  easing  the  liability  situation,  including  the  following  approaches  (27). 
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Liability  Premium  Subsidies  for  Obstetric  Providers 

Under  this  approach,  the  state  subsidizes  the  liability  insurance  premiums  to  attract  obstetric 
providers  to  underserved  areas  or  encourage  their  participation  in  public  programs  financing 
maternity  care,  such  as  Medicaid.  States  have  established  such  funds  on  a  one-time-only 
basis  or  have  continued  the  fund  over  several  years.  Premium  subsidies  may  be  made 
available  to  select  providers,  to  all  providers  in  a  certain  geographic  area,  or  on  a  per- 
delivery  basis  for  any  obstetric  provider  who  willingly  agrees  to  provide  services  to  certain 
categories  of  pregnant  women.  Typically,  subsidies  are  calculated  according  to  the  percentage 
formula  of  total  patient  case  load  that  is  Medicaid  or  indigent  (32).  States  using  this 
approach  include  Arizona,  Hawaii,  Louisiana,  Michigan,  North  Carolina,  Texas,  and 
Washington.  Hawaii,  the  first  state  to  adopt  this  approach  in  1986,  continues  to  fund  this 
initiative  each  year  because  of  its  success  in  increasing  access  to  obstetric  care.  In  North 
Carolina,  the  state  legislature  increased  funding  for  their  Rural  Obstetrical  Care  Incentive 
Program  from  $240,000  to  $540,000  under  a  1990  legislative  proposal  that  is  part  of  the  state's 
infant  mortality  package.  This  program  provides  subsidies  for  liability  premiums  to 
physicians  and  certified  nurse-midwives  who  agree  to  provide  prenatal  and  delivery  services 
in  medically  underserved  counties. 

State-Funded  Indemnity  for  Obstetric  Providers 

Under  this  approach,  the  state  finances  a  physician's  medical  liability  claim  in  certain 
circumstances,  for  example,  when  the  physician  has  agreed  to  provide  free  or  minimally 
compensated  health  care  services  under  contract  with  a  city  or  county.  The  physician  is 
indemnified  against  suit  by  the  appropriate  government  entity,  and  liability  is  shifted  from 
the  health  care  provider  to  the  government  (32).  States  using  this  approach  include 
Louisiana,  Missouri,  Texas,  and  West  Virginia.  In  Missouri,  malpractice  suits  brought  against 
covered  physicians  are  defended  by  the  Attorney  General's  Office.  The  Texas  law  differs  from 
the  Missouri  law  in  two  key  ways.  First,  the  state  does  not  assume  responsibility  for 
defending  suits  or  for  the  entire  amount  of  liability,  but  instead  agrees  to  pay  the  first 
$100,000  of  any  liability  payment  in  obstetric  cases.  Second,  if  the  physician  provides  at 
least  10%  charity  care,  then  the  state  makes  the  payment  for  all  patients,  not  just  those 
whose  care  is  paid  for  by  Medicaid.  Louisiana  has  passed  a  bill  modeled  after  this  Texas 
legislation. 

Montgomery  County,  Maryland,  is  tackling  the  liability  problem  by  indemnifying  their 
obstetric  providers.  Through  Project  Deliver,  the  county  health  department  hires 
obstetrician-gynecologists  as  temporary  part-time  employees  (rather  than  contracting  for 
their  services)  to  deliver  health  department  patients  and  indemnifies  them  while  delivering 
these  patients.  In  addition,  the  county  assumes  liability  for  these  patients,  both  paying 
awards  and  defending  claims.  The  program  has  greatly  increased  access  for  delivery  services 
to  county  health  department  patients.  It  has  been  so  successful  that  it  was  the  recent  recipient 
of  a  1990  Innovation  in  State  and  Local  Government  Award  sponsored  by  the  Ford  Foundation 
and  the  John  F.  Kennedy  School  of  Government  at  Harvard  University  which,  among  other 
criteria,  looks  at  the  degree  to  which  a  particular  initiative  can  be  replicated  in  other  areas. 

PATIENT-PROVIDER  ISSUES 

Another  set  of  reasons  cited  by  providers  for  not  participating  i*.  Medicaid  is  related  to 
patient  problems  and  negative  impressions  of  Medicaid  patients.  These  issues  generally  fall 
into  categories  concerning  patient  eligibility  for  Medicaid  coverage,  patient  risk,  and  patient 
responsibility.  Physicians  have  often  been  reluctant  to  begin  providing  maternity  care  to 
women  on  Medicaid  because  of  difficulty  in  determining  eligibility  and  fluctuations  in 
eligibility  status  throughout  the  pregnancy.  Some  obstetric  providers  perceive  the  Medicaid- 
eligible  woman  to  have  greater  potential  for  developing  a  high-risk  pregnancy  and  therefore 
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exclude  Medicaid  and  other  low-income  women  from  their  practice  as  a  way  of  avoiding  high- 
risk  patients.  Obstetric  providers  also  are  concerned  about  patient  responsibility  for  following 
prenatal  care  recommendations,  breaking  or  missing  appointments/  bringing  and  leaving 
children  unattended  in  the  waiting  room,  and  leaving  the  waiting  room  in  disarray. 
Furthermore,  some  private  obstetric  providers  believe  that  if  they  accept  too  many  Medicaid 
patients,  their  private  patients  may  go  elsewhere. 

Interviews  with  state  Medicaid  staff  bring  another  perspective  to  these  issues.  Medicaid 
patients  may  have  differing  needs,  both  medically  and  socially,  from  privately  insured 
patients,  such  as  a  lack  of  transportation  or  child  care,  or  different  perceptions  of  the  value 
and  timing  of  prenatal  care  and  frequency  of  appointments.  There  may  be  language  and  other 
cultural  differences  between  the  patient  and  physician.  Some  Medicaid  staff,  when 
interviewed,  were  concerned  that  obstetric  providers  have  the  perception  that  Medicaid 
patients  are  the  responsibility  of  the  health  department  or  public  sector  only. 

Medicaid  directors  and  staff  also  raised  the  question  of  how  racial  or  social  prejudice  affect  an 
obstetric  provider's  decision  to  accept  Medicaid  patients.  Some  Medicaid  staff  expressed  the 
impression  that  Medicaid  patients  would  rather  receive  care  in  public  health  settings  because 
of  poor  acceptance  in  the  private  obstetric  provider's  office.  Little  exists  in  the  literature 
regarding  this  issue,  but  it  is  an  area  that  deserves  further  investigation.  In  May  1990,  South 
Dakota  surveyed  pregnant  women  covered  under  the  expanded  Medicaid  eligibility  program 
to  determine  if  they  had  any  difficulty  in  obtaining  maternity  care  and  if  Medicaid 
eligibility  affected  the  kind  of  care  they  received.  This  survey  did  not  identify  a  problem  in 
either  of  these  areas.  A  follow-up  survey  of  the  same  type  is  planned  to  determine  if  the 
increasing  numbers  of  pregnant  women  eligible  for  Medicaid  coverage  have  access  problems 
because  of  provider  attitudes.  To  alleviate  some  of  the  problems  providers  voice  concerning 
Medicaid  patients,  states  are  implementing  the  following  initiatives. 

Eligibility 

Several  legislative  reforms  in  eligibility  have  increased  the  number  of  pregnant  women 
eligible  for  Medicaid.  For  example,  states  are  now  required  to  provide  Medicaid  coverage  to 
pregnant  women  with  incomes  up  to  133%  of  the  federal  poverty  level.  In  addition,  states  may 
also  elect  to  cover  pregnant  women  with  incomes  up  to  185%  of  the  federal  poverty  level  and 
qualify  for  federal  matching  funds  to  accomplish  these  expansions  (Appendix  J).  To  expand 
Medicaid  coverage  for  pregnant  women  above  185%  of  the  federal  poverty  level,  states  must 
use  their  own  dollars.  California,  for  example,  uses  additional  state  funds  to  pay  for  services 
for  pregnant  women  and  infants  up  to  1  year  of  age  with  incomes  up  to  200%  of  federal  poverty 
level.  States  are  also  now  required  to  provide  continuous  eligibility  for  pregnant  women, 
which  assures  Medicaid  benefits  throughout  the  pregnancy  and  postpartum  period  regardless 
of  changes  in  family  income.  In  addition,  states  may  choose  to  implement  presumptive 
eligibility,  whereby  pregnant  women  can  be  granted  immediate  eligibility  with  final 
eligibility  determined  within  45  days  (Appendix  J). 

Obstetric  providers  have  generally  responded  well  to  these  eligibility  reforms,  and  have  been 
advocates  for  them  in  an  organizational  capacity  on  both  the  national  and  state  levels. 
However,  it  may  take  some  time  before  providers  learn  about  and  trust  changes  in  eligibility 
determination  systems.  For  example,  some  obstetric  providers  in  Florida  expressed  concern  as 
to  how  many  women  deemed  eligible  in  the  presumptive  period  actually  met  the  eligibility 
requirements.  Furthermore,  providers  must  have  a  simple  way  to  verify  a  patient's 
eligibility  before  they  will  trust  the  eligibility  expansions.  Increased  information  and  one-to- 
one  education  can  be  helpful  in  these  cases.  In  Maryland,  for  example,  Medicaid  staff  explain 
to  providers  that  with  the  eligibility  expansions,  the  Medicaid  patient  may  not  be  the  usual 
"welfare"  patient  of  the  past. 
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While  the  eligibility  reforms  have  allowed  more  low-income  women  to  receive  Medicaid 
coverage,  states  legislators,  as  well  as  the  National  Governors'  Association,  have  expressed 
concern  about  the  financial  costs  of  such  eligibility  mandates.  In  addition,  some  obstetric 
providers  have  noted  that  care  must  be  taken  when  financing  these  eligibility  expansions. 
These  providers  are  particularly  concerned  about  the  impact  of  reducing  MCH  budgets  in  order 
to  fund  Medicaid  eligibility  expansions  and  increased  reimbursement.  In  some  communities,  if 
there  are  not  enough  obstetric  providers  or  if  few  private  providers  are  willing  to  accept 
Medicaid  patients,  women  may  have  to  seek  care  in  public  health  settings,  which  may 
already  be  overstrained.  While  public  health  clinics  in  many  states  can  bill  Medicaid  for 
services  provided,  they  often  require  money  for  start-up  expenses,  or  services  not  covered  by 
Medicaid. 

Enriched  Benefits  and  Case  Management/Care  Coordination 

In  recent  years,  some  states  have  also  elected  to  enhance  the  services  available  to  pregnant 
women  through  enriched  benefits  and  case  management /care  coordination  (Appendix  K). 
Enriched  benefits  may  include  such  services  as  risk  assessment,  nutrition  counseling,  health 
education,  psychosocial  counseling,  home  visiting,  and  transportation.  These  benefits  are 
intended  to  address  the  nonmedical  needs  of  the  pregnant  patient.  State  programs  vary  as  to 
who  can  provide  such  enriched  services  and  private  providers,  although  eligible,  may  not 
meet  the  certification  requirements  to  render  such  services.  In  Maryland,  however,  private 
providers  can  easily  render  enriched  services,  such  as  health  education,  and  receive  an 
enhanced  reimbursement  from  Medicaid  if  these  services  are  documented.  The  state  Medicaid 
agency  provides  a  special  checklist  that  the  provider  can  easily  complete  for  documentation. 
The  patient  who  needs  more  extensive  services  can  be  referred  to  the  health  department.  A 
new  program  of  support  services  in  Michigan  provides  the  preventive  services  of  psychosocial 
and  nutrition  counseling,  health  education,  and  transportation  services  for  medical  care.  The 
program  is  designed  to  assist  both  the  recipient  and  the  physician.  In  New  York,  the  Prenatal 
Care  Assistance  Program  (PCAP)  offers  a  comprehensive  care  and  case  coordination  for  all 
eligible  pregnant  women.  This  includes,  but  is  not  limited  to  medical,  nutritional, 
psychosocial,  educational  services. 

Case  management  and  care  coordination,  terms  which  are  often  used  interchangeably,  have 
also  been  implemented  in  some  states  so  that  a  pregnant  woman's  medical  and  nonmedical  care 
are  better  linked.  Care  coordination  can  include  confronting  the  obstacle  of  patients  breaking 
appointments.  States  vary  as  to  who  can  provide  this  service,  and  often  it  is  the  health 
department  that  supplies  the  care  coordinator.  Private  practitioners  may  not  have  the 
necessary  number  of  staff  or  staff  with  the  appropriate  training  to  be  certified  as  case 
managers.  An  example  of  an  extensive  case  management  program  is  Alabama's  Maternity 
Waiver  Program  for  women  who  reside  in  certain  counties.  These  Medicaid-eligible  women 
receive  a  comprehensive,  coordinated,  and  case-managed  system  of  obstetric  care.  The  two 
main  components  of  the  waiver  are  case  management  and  a  freedom-of-choice  restriction. 
Restricting  patients'  choice  of  provider  enables  Medicaid  to  establish  a  primary  care  provider 
network  that  ensures  women  comprehensive  and  coordinated  maternity  care  according  to 
individual  risk  status  through  one  provider.  If  the  primary  care  provider  is  an  institution  or 
health  department,  private  providers  may  provide  the  medical  component  of  care  through  a 
subcontract.  Preliminary  data  have  shown  that  the  Alabama  Maternity  Waiver  Program  has 
been  successful  in  reducing  low-birth-weight  and  neonatal  intensive  care  days. 

North  Carolina,  through  the  Baby  Love  program,  has  also  implemented  care  coordination. 
Maternity  care  coordinators  focus  on  the  total  needs  of  the  patient  and  facilitate  obtaining 
those  services  for  the  pregnant  woman.  Those  women  receiving  maternity  care  coordination,  as 
compared  to  those  women  not  receiving  the  service,  had  a  substantially  increased  number  of 
prenatal  visits,  greater  WIC  participation,  more  live  births,  and  fewer  low-birth-weight  and 
very-low-birth-weight  babies.  In  addition,  based  upon  an  initial  assessment,  those  women 
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receiving  maternity  care  coordination  had  been  deemed  at  greater  risk  for  a  poor  pregnancy 
outcome  than  those  not  receiving  the  service.  In  conversations  with  North  Carolina  Medicaid 
staff,  care  coordination  was  cited  as  the  glue  holding  the  enriched  services  together. 

Prenatal  Care  Media  Campaigns  and  Outreach 

Some  states  have  used  prenatal  care  media  campaigns  as  a  way  to  and  provide  information  to 
all  pregnant  women  on  the  importance  of  prenatal  care.  For  example,  Utah  has  implemented 
an  extensive  public  information  outreach  campaign.  Begun  in  March  1987,  it  is  a  cooperative 
effort  between  the  Utah  Department  of  Health,  KUTV  (an  NBC  affiliate),  the  Utah 
Medical  Association,  Blue  Cross  and  Blue  Shield,  and  the  March  of  Dimes.  The  campaign 
includes  public  service  announcements,  5-minute  news  programs,  television  program  specials, 
coupon  booklets,  inserts  in  the  newspaper,  bus  boards,  program  guides,  and  a  hot  line. 
According  to  the  Department  of  Public  Health,  physicians  have  responded  positively  to  this 
campaign,  and  that  all  women,  not  just  those  eligible  for  Medicaid,  are  encouraged  to  obtain 
early  prenatal  care.  The  entire  campaign  has  been  sold  to  other  states.  A  similar  campaign 
has  been  initiated  in  North  Carolina  and  several  other  areas  (33). 

Provision  of  Child  Care  Services 

Some  Medicaid-eligible  women  may  not  be  able  to  keep  prenatal  care  appointments  because  of 
child  care  responsibilities.  As  part  of  the  state's  First  Steps  Maternity  Program,  Washington 
now  assists  pregnant  women  to  obtain  child  care  during  prenatal  visits.  Patients  are  screened 
either  by  a  case  manager  or  a  support  services  provider  to  determine  their  need  for  child  care. 
The  screening  includes  questions  to  determine  the  patient's  ability  to  pay  for  child  care  and 
the  availability  of  other  resources.  If  a  patient  is  eligible  for  the  child  care  services, 
payment  is  authorized  by  giving  the  patient  an  appropriate  number  of  time-limited  child 
care  vouchers.  The  Medicaid  patient  has  her  prenatal  care  provider  sign  the  voucher  at  the 
time  of  her  appointment,  then  gives  it  to  the  child  care  provider  who  submits  it  for 
reimbursement.  Payment  is  made  to  the  child  care  provider  within  2  weeks  of  the  time  the 
voucher  is  received  by  the  state.  This  initiative  has  the  potential  to  address  provider 
concerns  both  with  unattended  children  in  the  waiting  room  and  women  needing  to  miss 
prenatal  care  appointments  because  of  child  care  responsibilities. 

High-Risk  Patients 

States  have  initiated  measures  specifically  designed  to  target  high-risk  pregnant  women 
covered  by  Medicaid.  For  example,  in  both  Idaho  and  Maryland,  providers  are  asked  to 
complete  risk  assessment  forms  for  Medicaid  clients.  If  the  pregnant  woman  faces  an  increased 
likelihood  of  a  high-risk  pregnancy,  the  physician  can  request  enhanced  services  from  the 
health  department  for  her.  In  South  Carolina,  there  is  a  specific  program  for  high-risk 
pregnant  women  called  the  High  Risk  Channeling  Project  (HRCP).  Implemented  in  1986,  the 
project  seeks  to  reduce  infant  mortality  and  morbidity  and  improve  the  health  status  of 
pregnant  women  covered  by  Medicaid.  Each  pregnant  woman  is  assessed  for  risk  factors  at  her 
first  prenatal  visit.  If  she  is  found  to  have  one  or  more  of  the  factors  listed  on  the  risk 
assessment  form  (Appendix  L),  she  is  entered  into  the  HRCP.  HRCP  services  include  prenatal 
care  by  an  obstetrician-gynecologist,  social  worker  evaluation  and  follow-up,  case 
management,  nutrition  services,  and  delivery  at  a  hospital  with  specified  equipment  and 
personnel. 

Substance  Abuse  During  Pregnancy 

To  address  the  growing  problem  of  substance  abuse  during  pregnancy,  South  Carolina 
reimburses  specific  drug  treatment  services.  Covered  services  include  counseling,  an  intensive 
outpatient  program,  crisis  management,  and  targeted  case  management.  In  addition,  the 
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South  Carolina  Medicaid  agency  has  developed  several  other  strategies  to  address  perinatal 
substance  abuse,  including  advocating  alcohol  and  drug  treatment  center  policies  that  avoid 
discrimination  against  pregnant  women;  involvement  in  a  statewide,  blinded  prevalence  study 
of  drug  use  in  pregnant  women;  and  adding  maternal  alcohol  and  drug  use  and  infant  exposure 
to  alcohol  or  other  drugs  as  risk  factors  requiring  participation  in  the  Medicaid  High  Risk 
Channeling  Project  for  pregnant  women.  The  Medicaid  agency  is  also  involved  in  a  cooperative 
effort  with  the  South  Carolina  Commission  on  Alcohol  and  Drug  Abuse  (SCCADA)  and  the 
Department  of  Health  and  Environmental  Control  (DHEC)  to  provide  statewide  training  for 
medical  personnel,  alcohol  and  drug  treatment  personnel,  and  ancillary  service  staff  who 
work  with  pregnant  women  and  infants.  The  South  Carolina  Medicaid  agency  has  assisted  in 
the  development  of  an  interagency  policy  that  advocates  appropriate  care  for  pregnant 
women  and  infants  affected  by  substance  abuse,  as  well  as  alternatives  to  punitive  solutions. 
The  state  is  addressing  the  perinatal  substance  abuse  problem  in  the  context  of  strategies  to 
reduce  infant  mortality  in  counties  that  have  the  greatest  share  of  infant  mortality  in  the 
state.  Finally,  the  state  is  involved  in  various  grants,  including  those  funded  by  the  U.S. 
Office  of  Substance  Abuse  Prevention  (OSAP),  which  target  women  and  children  affected  by 
substance  abuse. 

PROVIDER  RELATIONS 

Some  states  have  adopted  strategies  to  improve  the  relationship  between  obstetric  providers 
and  the  Medicaid  agency.  Such  efforts  include  a  variety  of  direct  communication  programs  to 
recruit  and  retain  obstetric  providers  in  the  Medicaid  program.  Other  states  have  explored 
various  service  delivery  options  for  the  private  obstetric  provider  participating  in  Medicaid. 
These  strategies  are  discussed  below. 

Direct  Recruiting 

One  mechanism  for  increasing  provider  participation  in  Medicaid  is  to  actively  recruit 
obstetric  providers  either  directly  in  a  face-to-face  effort  or  through  provider  relations 
activities.  These  efforts  are  generally  initiated  by  the  state  Medicaid  agency,  the  MCH 
program,  and  occasionally  the  Medicaid  fiscal  agent.  In  most  states  the  fiscal  agent  does  not 
take  an  active  role  in  provider  recruitment,  although  representatives  of  the  fiscal  agent  may 
be  involved  in  provider  relations  activities  through  the  use  of  telephone  help  lines  and 
provider  training  seminars.  Any  provider  recruitment  functions  could  be  specified  in  the 
contract  between  the  Medicaid  agency  and  the  fiscal  agent,  with  the  cost  for  these  activities 
reflected  in  the  amount  of  the  contract  between  the  state  Medicaid  agency  and  the  fiscal 
agent. 

In  Maryland,  a  team  of  seven  nurse  consultants,  jointly  funded  by  the  state's  MCH  and 
Medicaid  programs,  have  implemented  a  recruiting  campaign  to  increase  obstetric 
participation  in  Medicaid.  These  nurses  identify  obstetric  providers  by  county  and  directly 
encourage  them  to  participate  in  Medicaid.  The  nurse  consultants  also  urge  private  obstetric 
providers,  regardless  of  whether  the  provider  accepts  Medicaid,  to  refer  any  uninsured 
pregnant  patients  to  the  local  health  department  for  eligibility  determination.  On  a  typical 
visit  to  a  provider's  office,  a  nurse  consultant  will  speak  with  the  provider  (and  in  most  cases, 
the  provider's  office  staff)  about  any  changes  regarding  eligibility  for  pregnant  women  and 
the  importance  of  the  role  of  the  provider  in  reducing  infant  mortality.  They  explain  the 
enriched  services  available  for  pregnant  women  in  Maryland  through  state's  Healthy  Start 
Program,  and  educate  the  provider  and  staff  about  billing  for  maternity  services  under  the 
Medicaid  program.  The  nurses  are  available  at  any  time  to  answer  questions  or  solve  problems 
that  the  provider  or  office  staff  may  have  with  Medicaid. 

To  identify  obstetric  provider  offices  to  visit,  nurse  consultants  review  the  names  of  providers 
who  have  billed  Medicaid  for  obstetric  procedures  in  the  past  year.  They  also  obtain  the 
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names  of  new  obstetrician-gynecologists  through  announcements  in  the  newspaper  and,  in  some 
instances,  through  the  telephone  book.  The  nurse  consultants  also  give  presentations  on  the 
Healthy  Start  Program  to  community  groups  and  physicians  during  hospital  staff  meetings. 

The  nurse  consultants  interviewed  were  generally  positive  about  the  recruitment  efforts.  They 
feel  that  obstetric  providers  are  appreciative  of  the  personal  touch  from  Medicaid, 
particularly  concerning  eligibility  and  billing  problems.  However,  it  is  not  unusual  for  them 
to  encounter  resistance  from  providers  about  participating  in  Medicaid.  Much  of  the 
resistance,  they  believe,  is  based  on  attitudes  and  perceptions  that  these  providers  have 
about  Medicaid  patient.  Another  obstacle  the  nurses  face  is  gaining  the  cooperation  of  the 
physician's  front  office  staff,  who  act  as  gatekeepers.  The  nurse  consultants  have  found  that 
alerting  the  office  staff  to  the  need  for  physician  participation  in  Medicaid  and  the  recent 
changes  that  have  occurred  within  Maryland's  Medicaid  program  regarding  maternity  care 
will  often  open  the  gate. 

According  to  the  nurse  consultant  who  directs  these  recruiting  efforts,  the  measure  of  success 
varies  according  to  the  presenting  obstacles.  In  the  areas  of  the  state  where  resistance  to 
participation  is  greatest,  just  negotiating  an  appointment  with  the  front  office  staff  to  gain 
access  to  the  physician  is  considered  an  achievement.  The  nurse  consultants  feel  that  positive 
strides  are  made  when  an  office  agrees  to  provide  literature  or  referral  information  on 
Medicaid  eligibility  to  uninsured  women.  When  a  previously  nonparticipating  physician 
agrees  to  continue  services  for  a  patient  who  becomes  Medicaid  eligible,  the  nurses'  efforts 
have  been  worthwhile.  However,  they  see  increasing  the  number  of  physicians  accepting  new 
referrals  as  the  greatest  priority.  Face-to-face  encounters  provide  the  opportunity  for  the 
nurse  to  establish  a  working  relationship  with  the  private  provider  and  build  confidence  in 
the  program.  The  nurse  consultants  stress  that  in  order  for  recruitment  efforts  to  be  successful, 
it  is  important  to  be  sensitive  to  the  working  relationships  established  in  the  community, 
such  as  those  between  the  local  health  department,  the  hospital,  and  community 
obstetrician-gynecologists.  Thus,  in  the  Maryland  program  each  nurse  consultant  is  assigned 
specific  counties  where  the  local  political  climate  is  generally  well  known  on  a  day-to-day 
basis.  Finally,  in  looking  toward  the  future,  the  nurse  consultants  express  a  strong  desire  to 
work  more  closely  with  the  organized  provider  community,  such  as  ACOG,  on  both  the  state 
and  national  levels.  Plans  for  a  formal  evaluation  of  the  Maryland  program  are  currently 
being  discussed. 

Washington  is  also  involved  in  an  intense  effort  to  directly  recruit  obstetric  providers  by 
marketing  the  state  Medicaid  agency's  First  Steps  Program.  The  First  Steps  Program  resulted 
from  the  Maternity  Care  Access  Act  of  1989,  which  among  its  provisions  expanded  eligibility 
for  pregnant  women,  increased  Medicaid  reimbursement  for  maternity  care,  and  instituted  case 
management  for  high-risk  pregnant  women.  The  First  Steps  marketing  plan  uses  a  six-pronged 
approach  to  attract  providers.  It  enlists  new  physician  providers  in  Medicaid;  encourages 
enrolled  obstetric  providers  to  accept  more  Medicaid  patients;  increases  the  state's  Medicaid 
agency's  awareness  of  providers  who  may  be  discontinuing  obstetrics;  improves  customer 
service  to  obstetric  providers;  recognizes  providers  who  have  consistently  provided  care  to 
Medicaid  patients;  and  educates  health  professionals  about  Medicaid.  To  accomplish  these 
goals,  the  marketing  plan  has  enlisted  the  support  of  physicians  through  the  state  medical 
society  and  physician  specialty  groups,  such  as  the  Washington  State  Obstetrical 
Association,  the  Washington  ACOG  section,  and  the  Washington  Association  of  Family 
Physicians. 

An  effort  to  directly  recruit  obstetric  providers  on  a  local  level  is  currently  being  implemented 
in  San  Diego,  California  through  the  Perinatal  Access  Project,  a  joint  effort  between  ACOG 
District  IX  and  the  James  Irvine  Foundation.  In  order  to  improve  access  to  prenatal  care  for 
low-income  women  in  the  county,  the  project  seeks  to  increase  the  number  of  physicians  in 
private  practice  who  provide  obstetric  care  to  women  whose  care  is  paid  for  by  Medi-Cal  and 
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to  establish  a  telephone  referral  service  to  link  low-income  women  to  appropriate  prenatal 
care.  When  the  project  first  began,  a  complete  list  was  compiled  of  obstetrician-gynecologists 
and  family  practice  physicians  known  to  perform  deliveries  at  area  hospitals.  This  list 
consisted  of  241  names  of  which  59  (25%)  were  known  to  be  accepting  Medi-Cal  patients.  After 
this  list  was  compiled,  a  letter  (Appendix  M)  was  mailed  to  each  of  the  physicians  outlining 
the  project  objectives,  accompanied  by  a  fact  sheet  identifying  recent  changes  in  the  public  and 
private  sector  programs  that  affect  access  to  perinatal  care  for  low-income  women.  The 
mailing  also  contained  a  provider  information  sheet,  which  the  provider  was  asked  to 
complete  and  return  indicating  willingness  to  participate  in  the  program  (Appendix  M). 
Follow-up  information  regarding  the  project,  Medi-Cal,  and  related  programs  within  the 
state's  perinatal  network,  was  made  available  to  physicians  through  the  project  coordinator. 
As  a  result  of  this  recruitment  effort,  as  of  October  1, 1990,  an  additional  34  physicians  agreed 
to  accept  Medi-Cal  patients.  This  represented  an  increase  from  25%  to  38%  of  those  originally 
identified  as  potential  providers.  Fifty-three  physicians  agreed  to  participate  in  the 
telephone  referral  service.  This  number  includes  19  physicians  who  were  known  to  be 
accepting  Medi-Cal  patients  and  the  34  physicians  recruited  under  the  project.  Seven 
physicians  who  were  Medi-Cal  providers  declined  to  participate  in  the  telephone  referral 
service,  indicating  they  did  not  wish  to  have  an  additional  source  of  Medi-Cal  referrals. 

The  success  of  the  recruitment  effort  in  San  Diego  can  be  partially  attributed  to  the  support  of 
the  San  Diego  Gynecological  Society,  which  suggested  that  each  of  their  members  accept  at 
least  one  new  Medi-Cal  obstetric  patient  from  the  referral  service  each  month.  In  addition, 
the  need  for  such  a  program  in  the  community  was  strongly  advocated  by  some  of  the  county's 
obstetrician-gynecologists.  Another  selling  point  for  recruitment  was  to  provide  options 
regarding  both  the  number  and  the  medical  risk  level  of  new  Medi-Cal  patients.  Physicians 
participating  in  the  referral  service  may  choose  the  number  of  new  Medi-Cal  patients  they 
wish  to  have  referred  to  them  each  month.  In  addition,  the  physician  advisory  board  to  the 
project  has  developed  a  triage  system  to  prevent  the  referral  of  high-risk  patients  to  a 
particular  provider,  should  that  provider  request  so.  Finally,  Medi-Cal  patients  are  referred 
to  eligibility  workers  prior  to  their  first  office  visit  in  order  to  expedite  the  Medi-Cal 
eligibility  determination. 

In  Texas,  the  contract  between  the  state  Medicaid  agency  and  the  National  Heritage 
Insurance  Company  (NHIC),  the  state's  insuring  agent  and  entity  that  underwrites  the  Texas 
Medicaid  program,  specifies  that  NHIC  must  promote  provider  participation  in  sufficient 
numbers  and  specialties  throughout  Texas  to  make  services  readily  available  to  eligible 
recipients.  According  to  NHIC,  their  goal  is  "to  ensure  that  the  state's  Medicaid  clients  have 
adequate  access  to  healthcare  providers"  (34).  NHIC  is  required  to  pay  particular  attention 
to  physician  specialties  with  low  participation  rates  and  to  underserved  areas  of  Texas.  In 
addition,  NHIC  must  have  a  plan  for  mobilizing  staff  and  resources  to  remedy  any  significant 
reduction  in  the  number  of  eligible  providers.  To  accomplish  recruitment  and  retainment  of 
providers,  the  NHIC  provider  relation  staff  contacts  providers  who  are  not  enrolled  in  the 
Medicaid  program  and  encourages  their  participation. 

NHIC  makes  presentations  at  meetings  held  by  medical  professional  associations,  county 
medical  societies,  residency  programs,  and  hospital  staff  meetings.  These  presentations 
provide  an  opportunity  to  foster  support  for  the  goals  of  the  Medicaid  program,  as  well  as 
dispel  any  negative  impressions  that  providers  may  have.  In  addition,  these  meetings  expose 
nonparticipating  providers  to  information  they  might  not  hear  otherwise.  NHIC  also 
establishes  personal  contact,  through  their  provider  representatives,  with  providers  who 
have  recently  enrolled  in  the  program.  These  direct  contacts  are  initiated  to  facilitate 
interaction  with  the  Medicaid  program  and  establish  rapport  with  the  provider 
representative.  Finally,  information  regarding  policy  and  procedural  changes  in  the 
Medicaid  program  is  made  available  to  providers  by  NHIC  through  regularly  scheduled 
workshops  and  publications.  Suggestions  from  the  provider  community  for  improvements  in 


28 


notifying  providers  of  changes  in  the  Medicaid  program,  as  well  as  implementing  these 
changes,  are  welcomed  and  frequently  incorporated  (34). 

Direct  recruiting  of  obstetric  providers,  in  conjunction  with  provider  relations  activities,  is 
also  is  occurring  within  the  South  Carolina  Medicaid  program.  Using  a  list  obtained  from  the 
South  Carolina  Medical  Association,  all  licensed  obstetrician-gynecologists  are  visited  by 
the  state's  ob/gyn  program  manager.  This  individual  travels  to  physician  offices  throughout 
the  state  and  explains  the  Medicaid  program,  along  with  any  recent  changes  that  have 
occurred  in  the  program.  The  program  manager  answers  questions  and  tries  to  correct  any 
misperceptions  obstetric  providers  may  have.  To  date,  almost  every  obstetrician-gynecologist 
has  received  a  visit.  Follow-up  visits  are  made  to  new  providers  about  6-8  weeks  after  they 
have  enrolled  in  the  program  to  determine  if  they  are  experiencing  any  problems.  In  addition, 
the  program  manager  and  staff  work  at  achieving  a  solution  to  problems  identified  by  all 
providers,  new  or  old.  Recruitment  efforts  have  been  successful  with  at  least  20  new 
obstetrician-gynecologists  agreeing  to  participate  in  the  program  over  the  past  year. 

In  New  Hampshire,  the  fiscal  agent  coordinator  within  the  Medicaid  agency  (the  staff 
member  who  is  responsible  for  liaison  with  the  fiscal  agent)  visits  physicians  who  have 
expressed  interest  in  participating  in  the  state's  Medicaid  program.  Such  visits  are  described 
as  successful  in  recruiting  providers.  For  example,  following  a  presentation  to  a  group  of 
private  obstetrician-gynecologists  at  a  local  hospital,  all  but  one  enrolled  in  the  Medicaid 
program 

As  another  direct  recruitment  strategy  to  attract  providers  into  their  program,  some  state 
Medicaid  agencies  mail  information  to  obstetric  providers  explaining  changes  in  the  program. 
For  example,  in  Missouri  a  letter  (Appendix  N)  was  sent  to  physicians  encouraging  them  to 
participate  in  the  state's  Medicaid  program.  Those  already  participating  were  asked  to 
increase  the  number  of  Medicaid  patients  they  accept  and  to  encourage  other  new  providers  in 
their  community  to  accept  Medicaid  patients  in  an  effort  to  reduce  the  state's  infant  mortality 
rate.  The  letter  also  cited  the  recent  increases  in  the  state's  reimbursement  rates  for  obstetric 
providers.  In  Louisiana,  the  Governor  sent  a  personal  letter  to  obstetric  providers  in  the  state 
urging  them  to  participate  in  Medicaid  (Appendix  O).  In  New  York,  the  state  Medicaid 
agency  and  ACOG  District  II  sent  a  joint  letter  to  the  ACOG  membership  in  New  York 
encouraging  them  to  participate  in  the  program  (Appendix  P).  Finally,  in  California,  a 
brochure  titled  "Improvement  in  Perinatal  Care"  has  been  developed  and  has  been  endorsed 
by  ACOG  District  IX,  the  American  Academy  of  Pediatrics,  the  California  Medical 
Association,  and  the  March  of  Dimes.  This  brochure  outlines  the  recent  improvements  made  in 
Medi-Cal's  obstetric  program,  such  as  increased  reimbursement  and  billing  assistance,  and 
encourages  participation  in  the  Comprehensive  Perinatal  Services  Program  (CPSP),  the  state 
Medicaid  program  of  enhanced  and  care  coordination  services. 

Crisis  Response 

State  Medicaid  agency  staff  indicate  that  crisis  intervention  efforts  are  generally  initiated 
for  one  of  two  reasons:  either  a  provider  is  threatening  to  drop  out  of  Medicaid  because  of 
dissatisfaction  with  the  program,  or  efforts  are  needed  to  recruit  providers  in  an  area  where 
there  is  a  severe  shortage  of  Medicaid  obstetric  providers.  In  West  Virginia,  which  has  a 
general  shortage  of  obstetric  providers,  when  a  provider  is  known  to  be  considering  dropping 
out  of  Medicaid,  both  the  State  Health  Department  Maternal  and  Child  Health  Program  and 
Medicaid  staff  make  direct  contact  to  encourage  the  provider  to  continue  in  the  program.  The 
state  has  had  success  with  such  face-to-face  intervention  to  the  degree  that  if  the  provider 
has  already  dropped  out  of  the  Medicaid  program,  they  will  usually  reenroll.  Similarly,  in 
Nebraska  Medicaid  staff  make  the  effort  to  contact  an  obstetric  provider  to  rectify  a  problem 
before  the  physician  drops  out  of  the  program. 
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An  example  of  an  effort  to  recruit  providers  in  an  area  experiencing  a  severe  shortage  occurred 
in  1988  in  Arkansas.  An  intensive  provider  recruitment  campaign  was  undertaken  in  Sebastian 
and  Polk  Counties  in  which  Medicaid  staff  met  with  each  private  obstetric  provider.  The 
recruitment  effort  was  successful  and  seven  providers  were  persuaded  to  accept  Medicaid 
patients.  Part  of  this  success  can  be  attributed  to  obstetric  providers  being  given  the  name  of  a 
professional  staff  contact  at  the  Medicaid  agency  and  instructed  to  send  their  completed 
claims  directly  to  this  person.  The  contact  person  reviewed  each  claim  and  checked  for  any 
errors.  If  the  claim  was  error  free,  it  was  forwarded  for  processing.  However,  if  the  claim 
contained  any  errors,  the  professional  staff  contact  notified  the  obstetric  provider  by 
telephone  and  explained  the  errors  made  in  completing  the  claim  form.  Then,  if  the  obstetric 
provider  agreed  that  the  errors  on  the  claim  could  be  corrected  by  the  Medicaid  staff  person,  a 
copy  of  the  corrected  claim  was  sent  to  the  provider  and  the  corrected  original  was  forwarded 
for  processing.  Both  Medicaid  staff  and  obstetric  providers  have  been  pleased  with  this 
arrangement  because  it  has  eliminated  the  need  for  obstetric  providers  to  resubmit  claims  and 
has  provided  feedback  to  providers  on  the  specific  errors  that  are  being  made  when 
completing  the  Medicaid  claim  form. 

Service  Delivery  Options 

When  considering  strategies  for  increasing  physician  participation  in  Medicaid,  states  must 
address  physician  concerns  regarding  service  delivery.  Some  obstetric  providers,  for  example, 
will  not  accept  Medicaid  patients  for  maternity  services  in  their  private  office  but  would  be 
willing  to  care  for  these  patients  in  another  setting,  such  as  a  clinic,  at  the  local  hospital,  or 
health  department.  Other  obstetric  providers  indicate  that  they  would  be  willing  to  accept 
some  Medicaid  patients  for  maternity  care,  but  are  concerned  about  whether  they  will  be  able 
to  limit  the  number  of  Medicaid  patients  in  their  practice  should  they  begin  accepting  them. 

In  interviews  with  Medicaid  staff,  the  idea  of  voluntary  participation  in  Medicaid  on  a  "fair 
share"  basis  was  often  expressed  as  one  strategy  for  increasing  participation.  For  example,  one 
Medicaid  director  thought  a  possible  strategy  for  implementing  fair  share  would  be  for 
obstetric  providers  in  a  specific  area,  such  as  a  county,  to  divide  the  number  of  deliveries  to 
Medicaid  patients  among  the  area  physicians  able  to  supply  prenatal  care  or  perform 
deliveries.  According  to  this  director,  obstetric  organizations  on  both  the  local  and  national 
levels  should  play  an  active  role  in  organizing  these  arrangements. 

Some  states  and  local  communities  have  implemented  various  initiatives  to  address  some  of 
the  provider  concerns,  increase  access  to  maternity  care  for  Medicaid-eligible  women,  and 
encourage  participation  through  fair  share.  Although  many  of  these  arrangements  have 
arisen  because  of  crisis  situations  in  which  Medicaid-eligible  pregnant  women  were  unable  to 
obtain  prenatal  or  delivery  care  in  their  local  community,  they  could  be  used  before  a  crisis 
occurs.  Also,  the  established  relationships  in  the  community,  such  as  those  between  the 
hospital,  health  department,  and  obstetric  providers,  should  be  taken  into  consideration 
when  planning  service  delivery  strategies  that  effect  the  private  provider. 

In  order  to  respond  to  crisis  situations,  some  local  communities  have  established  prenatal 
clinics  for  Medicaid  patients  in  area  hospitals,  staffed  on  a  rotating  basis  by  private 
providers.  For  example,  in  Carson  City,  Nevada,  because  no  obstetrician-gynecologists  were 
accepting  Medicaid  patients,  Medicaid-eligible  pregnant  women  had  to  travel  nearly  45 
miles  for  prenatal  visits,  but  were  delivering  on  a  drop-in  basis  at  the  local  hospital.  While 
the  local  obstetrician-gynecologists  had  previously  accepted  Medicaid  patients,  low 
reimbursement  had  caused  them  to  discontinue  this  practice.  One  local  obstetrician- 
gynecologist  emphasized  that  the  group  would  have  continued  to  accept  Medicaid  patients  for 
obstetric  care  if  the  reimbursement  had  been  sufficient  to  cover  even  office  overhead  costs; 
instead,  the  group  was  losing  money. 
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To  alleviate  this  crisis,  the  local  hospital  and  the  Carson  City  obstetrician-gynecologists 
established  a  prenatal  clinic  at  the  hospital  for  Medicaid-eligible  women.  The  clinic  is  open 
2  hours  a  week  with  all  obstetrician-gynecologists  providing  prenatal  care  and  delivery  on  a 
rotating  basis;  the  hospital  provides  office  space,  nursing  and  support  staff,  prenatal 
laboratory  work,  and  ultrasound  services.  Interviews  with  both  hospital  staff  and  one  of  the 
obstetrician-gynecologists  indicate  that  the  arrangement  seems  to  be  working.  The  clinic 
allows  the  hospital  nursing  staff  to  maintain  their  obstetric  skills,  and  the  increased  volume 
for  certain  procedures,  such  as  sonograms,  generates  additional  revenue.  There  are  also 
advantages  for  the  obstetrician-gynecologists.  For  example,  continuity  of  care  now  exists 
between  a  woman's  prenatal  care  and  delivery.  A  patient's  prenatal  care  records  are 
available  to  the  delivering  physician,  providing  information  about  any  complications  a 
woman  might  have  experienced.  The  hospital  absorbs  the  expenses  associated  with  office 
space  and  nursing  staff.  With  recent  increases  in  Medicaid  reimbursement  for  pregnancy- 
related  services,  the  obstetrician-gynecologists  participating  in  this  clinic  can  feel  that  they 
at  least  meet  their  costs.  Finally,  the  hospital  and  Medicaid  agency  assist  the 
obstetrician-gynecologists  with  payment  problems.  Although  the  hospital,  physicians,  and 
women  receiving  care  under  this  clinic  arrangement  are  pleased,  there  is  a  shortage  of  space. 
The  clinic  is  currently  using  vacant  hospital  rooms  on  the  labor  and  delivery  floor.  However, 
the  hospital  is  undergoing  reconstruction  and  it  is  hoped  that  the  clinic  can  be  transferred  to  a 
new  area  with  adequate  space. 

In  Pennsylvania,  a  similar  crisis  over  access  to  prenatal  care  for  Medicaid-eligible  women 
occurred  in  Butler  County.  In  this  instance,  the  media  publicized  the  crisis  extensively 
through  area  newspapers.  The  local  hospital  took  the  lead  in  establishing  a  comprehensive 
program  of  maternity  services  for  women  whose  care  was  covered  by  Medicaid  in  the  county. 
The  services  include  prenatal  care;  maternal  and  infant  home  visiting;  coordination  with 
other  services,  such  as  WIC,  family  planning,  and  substance  abuse  prevention  and 
rehabilitation;  delivery;  and  postpartum  care.  The  prenatal  care  is  provided  at  the  hospital, 
with  the  hospital  supplying  all  nursing,  social  service,  clerical  staff,  space,  and  equipment. 
Obstetrician-gynecologists  on  the  hospital's  medical  staff  provide  the  medical  services 
associated  with  the  prenatal  care,  delivery,  and  postpartum  care.  As  part  of  their  medical 
staff  responsibilities,  physicians  must  participate  in  this  program  on  a  fair  and  equitable 
rotation  basis  so  that  the  burden  of  providing  care  is  divided  equally  among  the  physicians. 

Arrangements  can  also  exist  between  local  health  departments  and  private  obstetric  providers 
that  are  specifically  targeted  for  Medicaid-eligible  pregnant  women.  For  example,  in  Twin 
Falls,  Idaho,  the  District  V  Pregnancy  Program  uses  the  local  hospitals,  health  department, 
private  physicians,  and  community  and  migrant  health  centers.  Women  usually  enter  the 
program  through  the  District  V  Health  Department.  When  a  woman  receives  a  positive 
pregnancy  test,  she  is  screened  for  presumptive  eligibility  for  Medicaid;  if  she  is  eligible,  she 
receives  a  temporary  Medicaid  card,  and  an  appointment  is  made  with  the  Department  of 
Health  and  Welfare  where  a  formal  determination  of  eligibility  can  be  made.  At  the  same 
time,  two  other  appointments  are  also  arranged,  one  with  a  public  health  nurse  and  the  other 
with  either  a  private  physician  or  a  physician  in  the  hospital  prenatal  clinic.  In  addition  to 
her  regular  appointments  for  medical  services,  the  woman  also  receives  ancillary  services  at 
the  health  department  on  a  monthly  basis,  including  a  visit  with  her  assigned  public  health 
nurse,  a  nutritionist,  dental  hygienist,  and  social  worker.  She  also  attends  WIC  class  and 
receives  WIC  vouchers.  According  to  the  health  department  staff,  the  program  is  working 
well  and  the  number  of  drop-in  deliveries  to  the  local  hospital  has  dramatically  decreased. 
With  the  recent  increases  in  Medicaid  reimbursement  for  obstetric  providers,  more  private 
providers  have  agreed  to  participate  in  the  program. 

Obstetric  providers  may  also  choose  to  care  for  pregnant  Medicaid-eligible  women  in  their 
private  offices  on  a  rotating  basis.  For  example,  in  Greenville,  South  Carolina,  the  director  of 
obstetrics  at  Greenville  Memorial  Hospital,  who  also  directs  the  hospital's  prenatal  care 
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clinic,  led  an  effort  to  increase  access  to  maternity  services  for  Medicaid-eligible  women  in 
Greenville  County.  This  teaching  hospital  has  a  prenatal  clinic  for  low-income  pregnant 
women  that  is  capable  of  handling  1,200-1,400  patients,  but  an  additional  400-500  were  in 
need  of  care.  Through  combined  effort,  the  hospital,  South  Carolina  Medicaid,  and  the  South 
Carolina  Department  of  Health  and  Environmental  Control  (DHEC)  successfully 
implemented  the  Prenatal  Access  Program.  The  hospital  assists  pregnant  women  with  the 
Medicaid  eligibility  process,  conducts  a  risk  assessment,  and  assigns  each  woman  with  a  case 
manager  supplied  through  the  local  health  department  or  hospital.  Women  at  low  risk  for 
pregnancy  complications  and  those  who  are  felt  to  be  good  candidates  for  private  care  are 
referred  to  private  obstetrician-gynecologists  and  family  physicians  in  the  community  on  a 
rotating  basis.  The  ob/gyn  manager  with  the  South  Carolina  Medicaid  Program  assists  the 
private  physicians  with  any  billing  problems  or  questions  they  have  with  Medicaid.  In 
addition,  DHEC  has  agreed  to  reimburse  the  physicians  if  for  some  reason  a  pregnant  woman 
is  not  eligible  for  Medicaid  after  she  has  been  referred  to  a  private  physician.  In  the  first  6 
months,  more  than  250  patients  have  been  allocated  to  private  care.  Six  obstetric  group 
practices,  a  total  of  22  physicians,  participate  on  a  rotational  basis,  and  the  private  obstetric 
community  has  been  very  impressed  with  the  program. 

Task  Forces,  Coalitions,  and  Communication  with  Medical  Societies 

One  strategy  states  use  to  examine  the  problems  of  infant  mortality,  access  to  perinatal  care, 
and  provider  participation  in  Medicaid,  is  to  establish  task  forces  and  coalitions.  Task  forces 
may  be  established  through  a  state  legislature  or  other  governmental  entity  to  study  a 
particular  issue  and  make  recommendations.  Coalitions,  on  the  other  hand,  are  composed  of 
individuals  or  organizations  who  have  come  together  in  order  to  achieve  a  common  goal.  One 
strength  of  coalitions  lies  in  the  diversity  of  organizations  represented.  Often  groups 
generally  not  associated  with  one  another  will  band  together  in  order  to  solve  a  common 
problem.  It  is  not  unusual  for  groups  with  diverse  interests  to  compromise  on  less  important 
issues  when  working  in  a  coalition  in  order  to  achieve  a  shared  goal.  Some  task  forces  and 
coalitions  form  in  response  to  a  single  issue  and  disband  once  a  solution  to  a  problem  or  common 
goal  is  achieved.  Others  may  continue  tackling  problems  of  mutual  concern  for  longer  periods. 
It  is  important  to  realize  that  state  and  county  medical  and  specialty  societies  are  often  key 
players  in  local  coalitions,  especially  in  regard  to  legislative  and  regulatory  activities 
affecting  physician  providers.  Moreover,  representatives  from  state  medical  or  specialty 
societies  may  be  asked  by  their  state  Medicaid  agency  to  participate  in  committees  on  a 
regular  basis  in  order  to  keep  the  channels  of  communication  open  between  the  state  Medicaid 
agency  and  the  provider  community.  Such  efforts  generally  fall  into  three  categories. 

Perinatal/Access  Task  Forces  and  Coalitions 

These  are  generally  concerned  with  addressing  the  problem  of  infant  mortality  and  access  to 
maternity  services  for  pregnant  women  and  may  not  limit  their  focus  to  Medicaid  alone.  The 
Louisiana  Coalition  for  Maternal  and  Infant  Health  has  been  established  to  improve 
maternal  health  and  reduce  infant  mortality  and  morbidity  in  the  state.  In  Montana,  the 
governor  established  an  Interagency  Task  Force  comprising  members  from  the  state 
departments  of  Social  and  Rehabilitative  Services;  Health  and  Environmental  Sciences; 
Family  Services;  Institutions;  Labor  and  Industry;  and  the  Office  of  Public  Instruction.  The 
purpose  of  the  task  force  is  to  increase  efficiency,  reduce  duplication,  and  promote  interagency 
sharing  of  resources  to  improve  services  to  low-income  mothers  and  children.  In  March  1990, 
the  Maternal  and  Child  Health  subcommittee  of  the  task  force  identified  improved  access  to 
obstetrical  providers  as  a  priority  issue  and  made  several  recommendations,  including  to 
increase  Medicaid  reimbursement  for  delivery  services  (eventually  to  90%  of  the  average 
customary  charge  for  the  service)  and  for  the  state  legislature  to  consider  options  to  reduce  the 
medical  malpractice  insurance  costs. 
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In  October  1990,  the  Oklahoma  Perinatal  Association,  for  their  fall  business  and  educational 
symposium,  presented  a  program  titled  "Making  Medicaid  a  User  Friendly  System."  Some  of 
the  topics  addressed  included  the  current  status  of  Medicaid  in  Oklahoma,  MCH/Medicaid 
Partnerships  for  improving  perinatal  health,  and  barriers  to  professional  participation  in 
Medicaid  from  the  perspective  of  the  provider.  Those  attending  the  meeting  also  partici- 
pated in  small  sessions,  which  developed  recommendations  for  strengthening  the  Medicaid 
program  in  Oklahoma. 

In  Washington,  a  coalition  initiated  by  two  ACOG  Fellows,  was  successful  in  helping  to  pass 
the  Maternity  Access  Act  of  1989,  which  expanded  Medicaid  eligibility  and  services  under 
Medicaid  for  pregnant  women,  and  increased  reimbursement  for  obstetric  providers.  This 
legislation  required  the  Department  of  Social  and  Health  Services  to  determine  which 
counties  in  the  state  were  "maternity  access  to  care  distressed  counties."  Twenty-two  of  the 
thirty-nine  counties  were  identified  as  distressed.  Each  was  required  to  develop  a  countywide 
plan  to  meet  immediate  and  emerging  needs  for  maternity  patients.  Community  represen- 
tatives, including  public  health  officials,  community  service  offices,  physicians,  hospitals, 
nonprofit  agencies,  and  community  clinics  developed  strategies  to  ensure  access  to  maternity 
care.  Consultation  by  the  Department  of  Social  and  Health  Services  was  available,  and  used 
by  all  counties  in  preparing  their  reports.  The  reports  specified  county  responses  necessary  to 
meet  needs  and  outlined  recommendations  for  obtaining  additional  funding  under  the  state's 
Medicaid  program. 

South  Carolina  has  implemented  a  similar  initiative  by  targeting  counties  with  high  infant 
mortality  rates.  The  South  Carolina  Partnership  for  Healthy  Generations  is  funded  through 
a  4-year  federal  grant  with  the  purpose  of  gaining  local  public  and  private  community 
involvement  to  identify  and  find  solutions  to  barriers  to  prenatal  care.  The  initiative  targets 
those  counties  that  have  the  greatest  share  of  the  state's  infant  mortality  rates.  Each 
targeted  county  has  established  an  Infant  Mortality  Task  Force  composed  of  members  from  the 
Department  of  Health,  the  Medicaid  agency,  and  the  business  and  health  community  who 
meet  and  devise  strategies  to  combat  infant  mortality  in  their  county.  According  to  the  State 
Department  of  Health,  this  is  a  better  approach  than  for  the  state  to  establish  mandates 
that  may  not  be  appropriate  for  a  particular  community.  As  plans  are  being  developed,  the 
Medicaid  agency  offers  technical  and  funding  assistance  to  each  county.  Efforts  are  also  made 
to  ensure  coordinated  systems  of  perinatal  care  using  existing  resources,  when  possible. 

Medicaid-Provider  Participation  Task  Forces 

Some  states  have  established  task  forces  to  examine  the  problem  of  physician  participation 
in  Medicaid.  For  example,  in  Alabama,  the  Physicians  Task  Force  was  created  by  the 
Medicaid  agency  in  order  to  obtain  input  from  physicians  around  the  state  concerning  possible 
initiatives  that  the  Medicaid  agency  might  consider  to  enhance  its  relationship  with 
providers.  The  task  force  is  composed  of  26  physicians  representing  various  provider 
specialties  and  the  director  of  the  Medical  Association  of  Alabama.  The  task  force  first 
identified  physician  concerns  regarding  Medicaid.  These  issues  fell  into  five  major  categories, 
and  subcommittees  were  formed  consisting  of  physicians  and  Medicaid  agency  staff  to  discuss 
and  research  issues  in  the  following  areas:  eligibility  certification  and  recipient  benefit 
information;  coding,  audit  process,  and  documentation;  coverage  issues  and  reimbursement; 
claims  processing;  and  communication,  provider  education,  and  physician  recruitment.  In 
Missouri,  a  Physicians  Task  Force  was  initiated  by  the  Medicaid  agency  to  try  address  the 
problems  with  Medicaid  that  physicians  had  identified.  The  first  priority  of  the  physicians 
was  a  fee  increase  for  obstetric  procedures.  A  subcommittee  of  obstetricians-gynecologists  was 
appointed  to  work  out  the  details  of  this  increase.  Finally,  in  New  Hampshire  a  provider 
participation  task  force,  formed  as  a  result  of  a  state  legislation,  has  issued  a  preliminary 
report.  It  discusses  the  reasons  for  low  provider  participation  in  the  Medicaid  program  and 
provides  recommendations  for  improving  provider  participation  through  increasing 
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reimbursement,  simplifying  billing  procedures,  limiting  the  effect  of  malpractice  costs,  and 
organized  provider  recruitment  (35). 

ACOG,  State  Medical  Association,  and  Medicaid 

ACOG  and  various  state  medical  societies  have  also  taken  the  lead  in  establishing 
committees  to  examine  access  to  maternity  care  and  physician  participation  in  Medicaid.  The 
ACOG  Committee  on  Healthcare  for  Underserved  Women,  mentioned  in  the  introduction, 
examines  issues  of  access  to  care  for  low-income  women  on  a  national  level.  On  the  ACOG 
district  and  section  levels,  California,  New  York,  Indiana,  and  New  Mexico  have  similar 
committees.  In  Indiana,  the  ACOG  section  also  participated  in  a  statewide  broadcast  that 
brought  obstetrician-gynecologists,  Medicaid  staff,  and  the  Department  of  Health  together 
on  one  panel  to  discuss  the  role  each  can  play  in  reducing  infant  mortality.  This  broadcast  was 
televised  across  the  state  to  medical  professionals.  A  list  of  ACOG  district  and  section 
contacts  appear  in  Appendix  Q. 

The  South  Carolina  Medicaid  agency  publishes  articles  in  the  Journal  of  the  South  Carolina 
Medical  Association  and  has  taken  a  resolution  to  the  state  medical  society  regarding  access 
to  obstetric  care.  In  Texas,  the  state  Medicaid  agency  also  works  with  the  Texas  Medical 
Association  (TMA)  by  publishing  articles  in  the  TMA  newsletter  and  participating  as  an 
exhibitor  with  an  information  booth  at  the  annual  convention.  TMA  is  assisting  Medicaid  in 
developing  a  marketing  flyer  for  physicians.  In  June  1990,  the  Medical  Society  of  the  District 
of  Columbia  convened  a  special  meeting  of  their  ob/gyn  and  pediatric  sections  to  offer 
suggestions  for  recruiting  and  retaining  physicians  in  the  District  of  Columbia  Medicaid 
program.  The  Medical  Society  of  the  District  of  Columbia  (MSDC)  obstetrician-gynecologists 
recommended  the  following:  reduce  the  paperwork  required  for  providers  to  submit  Medicaid 
claims;  initiate  a  global  fee  for  obstetric  care  with  rates  consistent  with  reimbursement  of  at 
least  80%  of  the  current  rate  in  the  community;  educate  practioners  on  the  concept  of  continuous 
eligibility;  and  introduce  an  incentive  program,  such  as  monetary  awards,  for  women  seeking 
early  and  continuous  prenatal  care.  Recommendations  to  address  obstetrician-gynecologists' 
concerns  over  the  liability  situation  included  additional  reimbursement  to  cover  malpractice 
insurance  costs  based  on  a  provider's  malpractice  insurance  costs  and  level  of  participation  in 
Medicaid,  an  indemnification  program  for  obstetrician-gynecologists  accepting  Medicaid 
patients,  and  subsidies  for  a  portion  of  an  obstetrician's  malpractice  premium  based  upon  the 
number  of  Medicaid  babies  delivered.  All  of  the  recommendations  were  endorsed  by  the 
MSDC  Executive  Board  and  forwarded  to  the  Medicaid  Director  of  the  District  of  Columbia 
(36).  In  New  Mexico,  the  state  worked  with  the  New  Mexico  Medical  Society's  Liaison 
Committee  to  the  Human  Services  Department  to  develop  a  survey  to  document  access  for 
obstetric  services  for  Medicaid  patients.  In  Florida,  representatives  from  the  state  Medicaid 
agency  attend  and  set  up  information  booths  at  professional  medical  association  conferences 
and  place  articles  in  medical  journals.  In  addition,  the  state  Medicaid  agency  has  undertaken 
a  direct-mail  marketing  project,  sending  all  licensed  (but  not  Medicaid-enroiled)  physicians  a 
recruitment  brochure  and  business  reply  card  with  letters  of  support  from  the  Florida  Medical 
Association  and  the  Florida  Osteopathic  Medical  Association. 
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CONCLUSIONS  AND  RECOMMENDATIONS 


This  document  provides  descriptions  of  many  activities  initiated  by  state  Medicaid  agencies 
and  other  organizations  that  are  working  to  retain  and  recruit  obstetric  providers  in  the 
Medicaid  program.  The  concern,  the  creativity,  the  determination,  and  in  many  cases,  the 
successes  of  the  various  efforts  are  encouraging.  Although  not  exhaustive  in  scope,  it  is  hoped 
that  the  state  initiatives  highlighted  in  this  document  will  spark  interest  among  Medicaid 
agency  staff  and  other  individuals  in  other  states  concerned  with  increasing  provider 
participation  in  Medicaid.  If  a  particular  initiative  shows  promise  or  could  be  adapted  in 
another  state,  the  appropriate  individual  can  be  contacted  for  additional  information. 

There  are  many  lessons  that  can  be  learned  from  the  initiatives  described  within  these  pages, 
but  perhaps  one  is  most  evident  by  its  absence:  the  actual  measurement  of  the  effects  of  these 
initiatives  on  recruiting  and  retaining  obstetric  providers  in  Medicaid.  Clearly,  many  of  the 
initiatives  described  are  too  new  to  have  generated  an  appropriate  amount  of  data  by  which 
to  evaluate  their  effectiveness.  More  importantly,  many  states  do  not  have  a  mechanism  in 
place  to  evaluate  whether  provider  participation  actually  improves.  Part  of  the  problem 
states  face  in  evaluating  the  effectiveness  of  various  initiatives  arises  from  the  difficulties 
state  Medicaid  agencies  have  encountered  in  the  definition  and  measurement  of 
"participating  providers,"  as  described  in  the  first  part  of  this  document.  It  is  important  that 
each  state  Medicaid  agency  reach  a  clear  definition  of  a  participating  provider  and  that  this 
definition  is  consistent  with  federal  requirements.  Furthermore,  clear  guidance  is  needed  from 
HCFA  not  only  on  a  standard  definition  of  participation,  but  also  on  how  to  resolve  the 
discrepancy  between  the  definition  states  may  be  using  to  generate  reports  from  their  MMIS 
and  the  definition  used  in  the  HCFA  guidance  required  by  OBRA-1989  for  documentation  of 
access  to  obstetrical  services.  Finally,  without  a  standard  definition  of  a  participating 
provider,  it  is  difficult  to  compare  the  effectiveness  of  any  initiatives  to  increase  provider 
participation  between  states. 

Each  Medicaid  agency  must  then  establish  the  necessary  mechanisms  to  measure  the 
involvement  of  physicians  and  other  providers  in  their  programs.  In  many  cases,  this  will 
involve  work  with  other  data  systems  within  the  state,  such  as  licensure  data,  and  with  the 
professional  groups  representing  the  providers,  such  as  the  local  gynecologic  society,  ACOG 
district  or  section,  or  the  state  medical  society.  Without  an  accurate  baseline  measurement  of 
the  number  of  providers  already  enrolled,  the  number  available  to  be  enrolled,  and  the 
restrictions  providers  place  on  accepting  Medicaid  patients,  the  state  cannot  set  realistic  goals 
for  the  improvement  of  participation  problems.  In  order  to  address  some  of  these  problems, 
current  research  by  the  National  Governors'  Association  under  its  series  "Facilitating 
Improvement  of  State  Programs  for  Pregnant  Women  and  Children,"  will  explore  technical 
measurement  issues  and  provide  state  Medicaid  agencies  with  information  on  methods  they 
can  use  to  carry  out  measurements. 

It  is  important  to  determine  realistic  goals  for  initiatives  that  are  designed  to  increase 
participation.  While  many  would  like  to  see  full  participation — that  is,  obstetric  providers 
placing  no  restriction  upon  the  number  of  Medicaid-funded  obstetric  patients  that  will  be 
accepted  into  their  practices — it  may  be  far  more  realistic  to  accomplish  an  organized  system 
that  distributes  Medicaid-funded  patients  among  the  obstetric  providers  within  the 
community  in  a  fair  share  fashion,  as  do  the  programs  in  Greenville,  South  Carolina  and  San 
Diego,  California.  Often  states  have  set  no  specific,  measurable  goals,  and  any  increase  in 
participation  is  perceived  as  an  improvement.  Additionally,  the  goals  are  often  not  known  to 
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the  very  community  to  which  they  are  targeted:  the  obstetric  providers.  Further  complicating 
these  considerations  is  the  need  to  relate  the  measures  of  physician  participation  to  the 
question  of  whether  women  who  have  their  obstetric  care  paid  for  by  Medicaid  have  equal 
access  to  services  as  women  with  private  insurance.  Even  if  states  can  make  them, 
measurements  do  not  necessarily  answer  questions  about  access.  Finally,  the  goals  and 
subsequent  plans  focus  almost  exclusively  upon  obstetrician-gynecologists,  excluding  the 
necessary  components  of  family  physicians  and  certified  nurse-midwives.  All  these  issues 
must  be  addressed. 

The  initiatives  in  this  document  offer  positive  recommendations  for  state  Medicaid  agency 
staff  and  other  interested  individuals  concerned  with  recruiting  and  retaining  providers  in  the 
Medicaid  program: 

Reimbursement  rates  must  be  adequate.  In  many  cases,  this  may  not  mean  as  high  as 
those  of  other  insurance  programs,  but  high  enough  to  cover  a  provider's  overhead  costs, 
including  professional  liability.  States  such  as  New  York  have  seen  the  positive  response  of 
obstetric  providers  to  increases  in  reimbursement  rates.  Other  states,  such  as  California, 
Idaho,  New  Hampshire,  and  West  Virginia,  believe  that  increased  reimbursement  will 
produce  the  desired  results. 

States  must  be  willing  to  examine  the  specific  problems  obstetric  providers  encounter  in 
the  broad  area  of  administrative  issues.  After  the  specific  problems  are  identified, 
initiatives  are  needed  to  address  these  problems.  Responses  to  changes  in  the  billing  process 
indicate  that  adequate  reimbursement  rates  are  a  necessary,  but  not  sufficient,  condition  for 
Medicaid  participation.  If  the  Medicaid  program  introduces  too  many  other  barriers — 
difficulty  determining  if  a  particular  patient  is  eligible,  unreasonable  restriction  on  the  types 
of  services  covered,  extensive  delays  in  paying  claims,  unwieldy  claim  processing — these  can 
do  as  much  to  discourage  participation  as  low  reimbursement  rates.  But  these  are  solvable 
problems,  and  when  solved,  provide  additional  benefits  for  the  Medicaid  agency  itself. 
However,  it  must  be  stressed  repeatedly  that  until  the  specific  reasons  obstetric  providers  cite 
under  administrative  issues  are  identified,  it  will  be  difficult  to  address  this  broad  barrier. 

Professional  liability  problems  that  restrict  access  for  all  obstetric  patients,  not  just  those 
whose  maternity  care  is  financed  by  Medicaid,  need  to  be  solved.  The  initiatives 
described  in  this  document  show  that  states  can  solve  some  of  this  problem  by  indemnifying 
providers  and  providing  subsidies  to  providers  in  certain  geographic  areas  where  access  for 
maternity  services  is  a  problem  for  patients. 

Issues  that  concern  providers  regarding  the  relationship  between  the  Medicaid  patient 
and  the  provider  must  be  addressed.  Medicaid  agencies  can  implement  initiatives  to 
improve  the  problems  physicians  cite,  such  as  eligibility  expansions,  presumptive  and 
continuous  eligibility,  case  management,  and  enhanced  services.  However,  state  Medicaid 
agencies  must  make  providers  aware  of  the  expansions  and  services  in  a  timely  manner.  MCH 
programs  can  also  play  an  important  role  in  delivering  obstetric  services  to  Medicaid-eligible 
women.  The  possibility  of  breaking  the  connection  between  welfare  and  Medicaid  should  also 
be  explored  in  order  to  assess  how  the  association  affects  a  provider's  decision  to  participate 
in  the  program.  Furthermore,  initiatives  to  address  provider  concerns  in  issues  of  patient 
compliance,  culture,  and  language  need  to  be  developed,  perhaps  though  patient  education 
materials  that  communicate  more  effectively  to  the  patient  her  responsibility  in  obstetric 
care. 

Improving  the  relationship  between  the  Medicaid  agency  and  the  provider  encourages 
participation,  and  such  efforts  should  be  continued.  Those  states  that  have  increased  their 
provider  relations  activities  for  obstetric  providers  have  seen  a  positive  response  from 
providers  in  both  recruitment  and  retention.  States  that  have  established  task  forces  or 
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committees  that  include  providers  in  the  development  of  the  solutions  to  the  Medicaid 
agency's  problems — for  example,  Alabama,  New  York,  Indiana,  and  New  Mexico — find 
greater  support  for  the  program  in  the  provider  community  because  of  these  efforts.  Finally, 
the  role  of  both  the  state  medical  society  and  state  specialty  organization  should  be  further 
investigated  by  Medicaid  agencies  for  increasing  provider  participation. 

Clearly,  great  strides  have  been  made  through  eligibility  expansions  and  other  program 
reforms  to  increase  access  to  maternity  services  for  Medicaid-eligible  pregnant  women. 
However,  without  continued  participation  in  the  program  by  obstetric  providers,  the  benefits 
of  these  expansions  cannot  fully  be  realized.  It  is  the  hope  that  this  document  will  encourage 
states  to  attempt  new  initiatives,  and  to  continue  to  share  information  on  the  initiatives  that 
they  are  implementing  to  increase  obstetric  provider  participation  in  the  Medicaid  program. 
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APPENDIXES 


APPENDIX  A 


CHARGE  TO  ACOG  COMMITTEES  ON 
HEALTH  CARE  FOR  UNDERSERVED  WOMEN 


The  American  College  of  Obstetricians  and  Gynecologists 

In  July  1985,  ACOG's  President  William  T.  Mixson  appointed  a  Task  Force  on  Medically 
Underserved  Women.  The  concerns  giving  rise  to  this  action  were  three:  1)  For  a  variety  of 
reasons,  significant  numbers  of  women  are  not  receiving  adequate  obstetrical  care;  2) 
Participation  by  obstetrician-gynecologists  in  Medicaid  programs  is  low  in  many  states;  3) 
Adolescent  pregnancies  continue  to  contribute  significantly  to  poor  perinatal  outcomes. 

The  task  force  was  unusual  in  that  it  was  composed  of  members  of  ACOG's  Executive  Board, 
and  thus  could  provide  an  immediate  focus  on  these  problems  at  a  highly  visible  level  within 
the  College.  The  task  force  met  twice  during  the  summer  and  fall  to  recommend  a  structure 
through  which  the  College  could  address  these  issues.  As  a  result,  the  Executive  Board  has 
authorized  the  establishment  of  two  permanent  committees,  which  are  now  being  appointed. 
The  two  committees  will  work  together,  with  the  chair  of  the  Committee  on  Adolescent 
Health  Care  serving  also  as  a  member  of  the  other  committee.  The  1985  task  force  developed, 
and  the  Executive  Board  subsequently  ratified,  a  combined  charge  for  the  two  new  committees 
as  follows: 


Committee  On  Health  Care  for  Underserved  Women 

and 

Committee  on  Adolescent  Health  Care 

To  delineate  the  problem  of  obstetric-gynecologic  health  care  for  underserved  women  and  to 
develop  and  implement  plans  for  ACOG  involvement  with  this  issue. 

To  focus  attention  on  underserved  women  as  defined  roughly  by  the  following  population 
characteristics: 

a )  Those  eligible  for  Medicaid 

b)  The  medically  uninsured  and  underinsured 

c)  Adolescents  of  all  socioeconomic  levels 

d)  Other  populations  with  identified  problems  of  access,  for  example,  some  elderly 
women,  undocumented  aliens,  the  handicapped,  and  those  in  rural  or  remote  areas 

To  emphasize  the  preeminence  of  quality  prenatal  care  integrated  with  delivery  services  for 
women  in  these  population  groups,  and  to  stress  the  pivotal  role  of  services  to  prevent 
unintended  pregnancies. 

To  seek  for  ACOG  a  leadership  role  in  data  collection  and  analysis.  ACOG  should  initiate 
studies  independently  and  in  cooperation  with  other  organizations.  External  funding  should 
be  sought  for  specific  projects  as  needed. 

To  concentrate  on  activities  that  would  specifically  improve  College  participation  in 
expanding  services  to  these  groups  and  making  the  services  more  effective,  efficient,  and 
accessible. 

February  1986 
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APPENDIX  B 


statement  of  policy 

AS  ISSUED  BY  THE  EXECUTIVE  BOARD  OF  ACOG 


f  \ 


ACCESS  TO  WOMEN'S  HEALTH  CARE 


Excellence  in  women's  health  care  is  an  essential  element  of  the  long- 
term  physical,  intellectual,  social  and  economic  well-being  of  any 
society.     It  is  a  basic  determinant  of  the  health  of  future  generations. 

The  American  College  of  Obstetricians  and  Gynecologists  (ACOG)  is  the 
representative  organization  of  physicians  who  are  qualified  specialists 
in  providing  health  services  unique  to  women.  ACOG  calls  for  quality 
health  care  appropriate  to  every  woman's  needs  throughout  her  life  and 
for  assuring  that  a  full  array  of  clinical  services  be  available  to  women 
without  costly  delays  or  the  imposition  of  geographic,  financial, 
attitudinal  or  legal  barriers. 

The  College  and  its  membership  are  committed  to  facilitating  both  access 
to  and  quality  of  women's  health  care.  Fellows  should  exercise  their 
responsibility  to  improve  the  health  status  of  women  and  their  offspring 
both  in  the  traditional  patient-physician  relationships  and  by  working 
within  their  community  and  at  the  state  and  national  levels  to  assure 
access  to  high-quality  programs  meeting  the  health  needs  of  all  women. 


Approved  by  the  Executive  Board 
July,  1988 


THE  AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS 
409  12th  STREET,  SW  •  WASHINGTON,  DC  20024-2188  •  (202)638-5577 
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APPENDIX  C 

From  the  Health  Care  Financing  Administration 


Maternal  and  Infant  Health  Initiative: 

The  Health  Care  Financing  Administra- 
tion (HCFA)  and  state  Medicaid  agen- 
cies have  placed  a  new  focus  on  the  na- 
tion's problem  of  infant  mortality  and 
morbidity.  Through  the  Maternal  and 
Infant  Health  Initiative,  the  HCFA  and 
states  hope  to  reverse  the  current  situa- 
tion: 10  of  every  1000  babies  born  in  this 
country  die  at  birth;  nearly  40  000  low- 
birth  weight  babies  are  born  annually; 
and  the  cost  of  this  infant  morbidity  is  as 
much  as  $3  billion  annually. 

As  a  major  source  for  financing  the 
health  care  of  low-income  pregnant 
women,  who  are  most  at  risk.  Medicaid 
already  offers  services  that  make  a  dif- 
ference in  pregnancy  outcomes.  But 
more  help  is  needed. 

With  this  in  mind,  the  HCFA  contin- 
ues to  seek  ways  to  improve  Medicaid 
coverage  and  services  for  pregnant 
women  and  infants,  a  position  that  also 
reflects  the  priorities  of  the  president, 
Congress,  and  the  secretary  of  Health 
and  Human  Services.  In  fact,  the  bill 
submitted  to  Congress  by  the  adminis- 
tration, "Medicaid,  Pregnant  Women, 
Infants,  and  Children  Amendments  (S 
902  and  HR  2216),"  calls  for  Medicaid 
coverage  of  pregnant  women  and  infants 
up  to  130%  of  the  federal  poverty  level, 
simplification  of  Medicaid  eligibility  re- 
quirements to  allow  for  early  access  to 
prenatal  care  and  immunizations,  and 
outreach  programs  to  better  inform  dis- 
advantaged pregnant  women  of  avail- 
able programs. 

Obviously,  cooperation  between  all 
involved  factions  is  essential  for  this  ini- 
tiative. Medicaid  itself  is  a  cooperative 
effort.  Enacted  in  1965  as  Title  XIX  of 
the  Social  Security  Act,  Medicaid  pro- 
grams are  designed  and  administered 
by  the  states  within  broad  federal  guide- 
lines. The  states  provide  medical  assis- 
tance to  disadvantaged  pregnant  wom- 
en and  infants,  children,  and  families 
with  dependent  children,  and  aged, 
blind,  and  disabled  persons  whose  in- 
comes and  resources  are  insufficient  to 
meet  costs  of  necessary  medical  care. 

The  federal  government,  in  turn,  pro- 
vides the  states  with  approximately 
55%  of  the  allowable  costs  of  the  pro- 
gram. To  launch  the  Maternal  and  Infant 
Health  Initiative,  the  HCFA  set  up  a 
task  force  that  includes  representatives 
from  (1)  the  HCFA,  (2)  the  US  Public 
Health  Service,  and  (3)  the  Department 
of  Agriculture's  Women,  Infants  and 
Children's  program.  The  task  force 
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works  with  a  technical  advisory  group 
from  the  state  Medicaid  Directors  Asso- 
ciation that,  in  turn,  works  with  a  simi- 
lar group  from  the  Association  of  State 
Maternal  and  Child  Health  Programs. 
Through  these  combined  efforts,  the 
task  force  gathers  information  that  its 
members  can  pass  along  to  their  individ- 
ual components. 

The  HCFA's  regional  offices  have 
first-line  responsibility  for  implementa- 
tion of  the  initiative.  With  their  counter- 
parts in  other  federal  and  state  agen- 
cies, they  help  states  identify  and,  if 
possible,  resolve  problems  in  provider 
participation,  coverage  of  benefits,  eli- 
gibility, and  outreach.  They  also  help  to 
coordinate  programs  offered  by  state 
agencies  and  private  groups. 

We  encourage  state  Medicaid  agen- 
cies to  develop  cooperative  working  re- 
lationships with  physicians  and  with 
other  public  and  private  health  pro- 
grams, such  as  community  and  migrant 
health  centers,  family  planning  agen- 
cies, the  Women,  Infants,  and  Chil- 
dren's program,  and  various  substance 
abuse  treatment  programs.  While  there 
is  no  list  of  "approved"  activities  or  ser- 
vices, cooperating  agencies  can  pool  in- 
formation about  approaches  that  have 
proved  successful  in  reaching  pregnant 
women.  They  can  share  information 
about  available  services  such  as  screen- 
ing and  treatment  services,  health  edu- 
cation and  counseling,  case  manage- 
ment, and  transportation  services. 

We  endorse  multiple  outreach  strate- 
gies. For  example,  we  recommend  com- 
munity campaigns  to  make  people 
aware  of  the  need  for  prenatal  care,  to 
encourage  former  Medicaid  recipients 
to  recommend  other  disadvantaged 
pregnant  women  they  may  know  to  seek 
prenatal  care,  and  to  direct  outreach  to 
places  where  eligible  pregnant  women 
might  go  (eg,  church  groups,  adolescent 
clinics  in  shopping  malls).  We  must 
make  special  efforts  to  target  those 
pregnant  women  who  are  most  difficult 
to  reach  and  motivate:  adolescents  and 
alcohol  and  other  drug  abusers. 

We  support  state-initiated  program 
innovations.  Recent  legislation  and  ad- 
ministrative changes  have  made  it  possi- 
ble in  some  cases  to  overcome  uncertain- 
ty about  a  patient's  Medicaid  eligibility. 
For  example,  some  states  encourage 
qualified  providers  to  presume  Medic- 
aid eligibility  based  on  preliminary  in- 
formation about  family  income,  thus  al- 
lowing pregnant  women  immediate 


access  to  prenatal  care. 

Other  states  now  guarantee  payment 
for  continuous  care  of  eligible  women 
throughout  the  pregnancy  and  postpar- 
tum period  despite  changes  in  family 
income.  Some  states  have  raised  fee 
structures  or  added  incentives  to  suc- 
cessfully enhance  physician  participa- 
tion; still  other  states  have  found  that 
merely  simplifying  the  claims  payments 
procedure  or  streamlining  the  eligibility 
process  has  made  a  difference. 

To  fully  address  relevant  issues— 
such  as  alternative  providers  (certified 
nurse-midwives,  nurse  practitioners, 
clinics,  etc)— it  is  necessary  to  involve 
obstetric  and  pediatric  communities, 
medical  schools,  and  professional  societ- 
ies. As  part  of  this  endeavor,  we  encour- 
age states  to  apply  "ombudsmen"  ap- 
proaches to  provider  relations.  In  fact, 
as  part  of  Medicaid  program  administra- 
tion, federal  financial  participation  is 
available  for  activities  related  to  ensur- 
ing sufficient  providers. 

All  of  these  activities  raise  the  ques- 
tion: If  demand  for  prenatal  care  in- 
creases as  a  result  of  more  Medicaid- 
eligible  pregnant  women,  will  supply  be 
able  to  meet  demand?  We  believe  the 
answer  is  yes  because  our  goal  includes 
recruiting  and  retaining  more  obstetric 
and  pediatric  providers. 

Not  only  do  we  encourage  states  to 
seek  physician  involvement  in  this  im- 
portant initiative,  but  we  at  the  federal 
level  also  urge  physicians  to  become  in- 
volved. We  recognize  that  physicians 
are  in  key  positions  to  help  low-income 
pregnant  women  receive  Medicaid 
services. 

Where  language  and  cultural  barriers 
exist,  physicians  can  be  instrumental  in 
helping  the  disadvantaged  population 
find  the  medical  care  it  so  obviously 
needs.  We  invite  all  physicians  to  help 
their  states  design  and  implement  Med- 
icaid program  strategies  that  will  re- 
duce infant  mortality  and  morbidity  and 
improve  child  health. 

Surely,  you  have  suggestions  for  im- 
proving the  availability  of  medical  ser- 
vices for  these  needy  Americans.  Give 
us  your  input;  we  are  ready  to  listen. 

—by  Louis  B.  Hays 
Acting  Administrator 
Health  Care  Financing  Administration 


Editor'*  Note:  Inquiries  may  be  directed  lo  William 
McC.  Hiscock.  HCFA.  Room  281  East  High  Rise.  6325 
Security  Blvd.  Baltimore.  MD  21207:  telephone  (301) 
966-3275. 


From  the  HCFA 
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APPENDIX  D 


STATE  MEDICAID  CONTACTS 

ALABAMA 

Lee  Rawlinson 

Director,  Maternal  and  Child  Health  Office 
Alabama  Medicaid  Agency 
2500  Fairlane  Drive 
Montgomery,  Alabama  36130 
(205)  277-2710 

ALASKA 

Kim  Busch 

Director,  Division  of  Medical  Assistance 
Department  of  Health  and  Social  Services 
PO  Box  H-07 
Juneau,  Alaska  99811 
(907)  465-3355 

ARKANSAS 

Bill  Freeburn 

Program  Administrator 

Medical  Assistance 

PO  Box  1437 

Mail  Slot  1101 

Little  Rock,  Arkansas  72203 

(501)  682-8303 

ARIZONA 

Karen  Jones,  RN 

Program  Manager  for  Maternal  and  Child  Health 
OMD 

Arizona  Health  Care  Cost  Containment  System 
POBox  25520 
Phoenix,  Arizona  85002 
(602)  234-3655 

Patricia  A.  Nolan,  MD 
Medical  Director 

Arizona  Health  Care  Cost  Containment  System 
POBox  25520 
Phoenix,  Arizona  85002 
(602)  234-3655 
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State  Medicaid  Contacts 


Linda  Simpson 

Manager,  Maternal  Health  Section 
Office  of  Maternal  and  Child  Health 
Arizona  Department  of  Health  Services 
1740  West  Adams  Street,  Room  200 
Phoenix,  Arizona  85007 
(602)  542-1875 

Beth  Whittemore 
Chief  Operations  Officer 
Mercy  Care  Plan 

3550  North  Central  Avenue,  Suite  400 
Phoenix,  Arizona  85012 
(602)  624-3879 

CALIFORNIA 

Linda  Bethel,  RN,  MPH 
Project  Coordinator 
Perinatal  Access  Project 
349  Cedar  Street 

San  Diego,  California  92101-3197 
(619)  231-2828 

Alison  Breen 
Medical  Care  Services 
Department  of  Health  Services 
714  P  Street 

Sacramento,  California  95814 
(916)  445-1995 

COLORADO 

Candace  Dyer,  RN 
Clinical  Coordinator 
Physician  Services 
Medical  Services 

Colorado  Department  of  Social  Services 
1575  Sherman  Street 
Denver,  Colorado  80203-1714 
(303)  866-5404 

DELAWARE 

Ruth  Fischer 
Medicaid  Director 
Division  of  Social  Services 
PO  Box  906 

New  Castle,  Delaware  19720 
(302)  421-6134 


State  Medicaid  Contacts 


DISTRICT  OF  COLUMBIA 

Lee  Partridge 
Chief 

Office  of  Health  Care  Financing 
DC  Department  of  Human  Services 
1331  H  Street,  NW,  Suite  500 
Washington,  DC  20005 

FLORIDA 

Gary  J.  Clarke 

Assistant  Secretary  for  Medicaid 

Florida  Department  of  Health  and  Rehabilitative  Services 
1317  Winewood  Boulevard 
Tallahassee,  Florida  32399-0700 
(904)  488-3560 

HAWAII 

Richard  Isa 

Health  Care  Administration  Division 
Department  of  Social  Services  and  Housing 
PO  Box  339 

Honolulu,  Hawaii  96809 
(808)  548-5554 

IDAHO 

Diane  Bowen,  MHSA 
Supervisor 

Office  of  Health  Policy  and  Resource  Development 
State  of  Idaho  Department  of  Health  and  Welfare 
450  West  State  Street 
Boise,  Idaho  83720 
(208)  334-5992 

Jean  Schoonover,  Chief 
Welfare  Medical  Programs 
450  West  State  Street,  2nd  Floor 
Boise,  Idaho  83720 
(208)  334-6626 

Dee  Anne  Wisner 

Manager,  System  and  Operation 

Department  of  Health  and  Welfare 

Bureau  of  Welfare  Medical  Programs 

450  West  State  Street 

Boise,  Idaho  83720 

(208)  334-5812 
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State  Medicaid  Contacts 


INDIANA 

Davis  Ellis,  MD 
Medical  Director 

Indiana  Department  of  Public  Welfare 
100  North  Senate  Street,  Room  701 
Indianapolis,  Indiana  46204 
(317)  232-4707 

Sandra  Shelly 

Division  Director  of  Innovative  Programs 
Indiana  Department  of  Public  Welfare 
100  North  Senate  Street,  Room  701 
Indianapolis,  Indiana  46204 
(317)  232-4321 

IOWA 

Janice  Von  Arb 

Policy  Specialist 

Division  of  Medicaid  Services 

Iowa  Department  of  Human  Services 

Hoover  State  Office  Building 

Des  Moines,  Iowa  50319-0114 

(515)  281-8795 

KANSAS 

Elaine  Hacker,  MD,  FACOG 
Coordinator  of  Medical  Services 
Division  of  Medical  Programs,  DSOB 
915  Harrison 
Topeka,  Kansas  66612 
(913)  296-3981 

David  H.  Sherman 

Director,  Provider  Services 

Electronic  Data  Systems  Corporation 

PO  Box  4649 

Topeka,  Kansas  66604 

(913)  273-5700 

KENTUCKY 

Adele  Dickerson,  Manager 
Individual  and  Group  Services  Branch 
Cabinet  for  Human  Resources 
Department  for  Medicaid  Services 
275  East  Main  Street,  3rd  Floor  East 
Frankfort,  Kentucky  40621 
(502)  564-2687 


State  Medicaid  Contacts 


LOUISIANA 

Suzanne  Danilson 

Assistant  Medicaid  Director 

Bureau  of  Health  Care  Financing 

Louisiana  Department  of  Health  and  Hospitals 

PO  Box  91030 

Baton  Rouge,  Louisiana  70821-9030 
(504)  342-3956 

MAINE 

Edna  Jones 

Bureau  of  Medical  Services 
Department  of  Human  Services 
State  House  Station  #11 
Augusta,  Maine  04333 
(207)  289-2674 

MARYLAND 

F.  Robert  Ellenberger 

Manager,  Provider  Relations  Unit 

Maryland  Department  of  Health  and  Mental  Hygiene 

PO  Box  22811 

Baltimore,  Maryland  21203 
(301)  225-5370 

Rosemary  E.  Murphey,  RNC,  MBA 
Consultant 

Healthy  Start  Program 

Maryland  Department  of  Health  and  Mental  Hygiene 
PO  Box  13528 

Baltimore,  Maryland  21203 
(301)  225-6750 

MICHIGAN 

Champa  Bhatia 

Bureau  of  Program  Policy 

Medical  Services  Administration 

Michigan  Department  of  Social  Services 

921  West  Holmes 

PO  Box  30037 

Lansing,  Michigan  48909 

(517)  335-5121 
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State  Medicaid  Contacts 

Vernon  Smith,  PhD,  Director 

Bureau  of  Program  Policy 

Medical  Services  Administration 

Michigan  Department  of  Social  Services 

921  West  Holmes 

PO  Box  30037 

Lansing,  Michigan  48909 

(517)  335-5100 

MISSISSIPPI 

Helen  Wetherbee,  Director 
Division  of  Medicaid 
Office  of  the  Governor 
239  North  Lamar  Street 
Jackson,  Mississippi  39201-1311 
(601)  359-6050 

MISSOURI 

Colleen  Kivlahan,  MD,  MSPH 
Medical  Director 

Missouri  Division  of  Medical  Services 
PO  Box  6500 

Jefferson  City,  Missouri  65102-6500 
(314)  449-2222 

Marva  Lubker 

Deputy  Director  of  Medicaid 
Division  of  Medical  Services 
PO  Box  6500 

Jefferson  City,  Missouri  65102-6500 
(314)  751-3277 

MONTANA 

Dee  Capp  Harrington 

Human  Services  Program  Manager 

Medicaid  Services  Division 

Department  of  Social  and  Rehabilitation  Services 

PO  Box  4210 

Helena,  Montana  59604 

(406)  444-4540 

NEBRASKA 

Sandi  Kahlandt 

Primary  Care  Unit  Manager 

Nebraska  Department  of  Social  Services 

PO  Box  95026 

Lincoln,  Nebraska  68509 

(402)  471-9366 
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State  Medicaid  Contacts 


NEW  JERSEY 

Danuta  Buzdygan,  MD 

New  Jersey  Department  of  Human  Services 

Division  of  Medical  Assistance  and  Human  Services 

CN  712  Quakerbridge  Plaza 

Trenton,  New  Jersey  08625 

(609)  588-2718 

NEW  HAMPSHIRE 

Diane  Kemp 
Program  Specialist 
Office  of  Medical  Services 

New  Hampshire  Department  of  Health  and  Human  Services 
Division  of  Human  Services 
6  Hazen  Drive 

Concord,  New  Hampshire  03301-6521 
(603)  271-4365 

Daniel  M.  Kossick 
Fiscal  Agent  Coordinator 
Office  of  Medical  Services 

New  Hampshire  Department  of  Health  and  Human  Services 
Division  of  Human  Services 
6  Hazen  Drive 

Concord,  New  Hampshire  03301-6521 
(603)  271-4348 

NEW  MEXICO 

Emma  Rondeau 

Health  Program  Manager 

New  Mexico  Human  Services  Department 

PO  Box  2348 

Santa  Fe,  New  Mexico  87504-2348 
(505)  827-4408 

NEW  YORK 

Barbara  Meg  Frankel 

New  York  State  Department  of  Social  Services 
Division  of  Medical  Assistance 
40  North  Pearl  Street 
Albany,  New  York  12243-0001 
(518)  473-4054 
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State  Medicaid  Contacts 


NEVADA 

DeDe  Pere,  RN,  BSN 
Manager  of  Obstetrics 
Carson-Tahoe  Hospital 
PO  Box  21 68 

Carson  City,  Nevada  89702 
(702)  882-1361 

Marti  Searcy,  RN 

Medicaid  Services  Specialist 

Nevada  State  Welfare  Division 

Nevada  Medicaid 

2527  North  Carson  Street 

Carson  City,  Nevada  89710 

(702)  687-4974 

NORTH  CAROLINA 

Dennis  Williams 

Assistant  Director  of  Medical  Policy 
Division  of  Medical  Assistance 
Department  of  Human  Resources 
1985  Umstead  Drive 
Raleigh,  North  Carolina  27603 
(919)  733-2833 

NORTH  DAKOTA 

Doris  Schell 

Administrator,  EPSDT  Program 

Medical  Services,  Department  of  Human  Services 

600  East  Boulevard 

Bismarck,  North  Dakota  58504 

(701)  224-2323 

OHIO 

Rita  Johnson 

Office  of  Medicaid  Preventive  Health 
Ohio  Department  of  Human  Services 
State  Office  Tower 
30  East  Broad  Street 
Columbus,  Ohio  43266-0423 
(614)  466-4966 
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State  Medicaid  Contacts 


OKLAHOMA 

Barbara  Whittlesey 
Programs  Administrator 

Oklahoma  State  Department  of  Human  Services 
PO  Box  25352 

Oklahoma  City,  Oklahoma  73125 
(405)  557-2539 

OREGON 

Jean  I.  Thorne 

Director,  Office  of  Medical  Assistance  Programs 
Department  of  Human  Resources 
203  Public  Service  Building 
Salem,  Oregon  97310 
(503)  378-2263 

PENNSYLVANIA 

Regina  M.  Dunkinson 

Director,  Division  of  Outpatient  Programs 
Pennsylvania  Department  of  Public  Welfare 
Office  of  Medical  Assistance  Programs 
Cherrywood  Building  #33 
PO  Box  2675 

Harrisburg,  Pennsylvania  17105 
(717)  782-6147 

SOUTH  CAROLINA 

Thompson  A.  Gailey,  MD  FACOG 
Department  of  OB/GYN 
Greenville  Memorial  Hospital 
Greenville,  South  Carolina  29605 
(803)  242-8820 

Robert  L.  McRae 

Director,  Division  of  Primary  Care 

State  Health  and  Human  Services  Finance  Commission 

POBox  8206 

Columbia,  South  Carolina  29202 
(803)  253-4063 

Chris  Ricken 

Program  Manager,  OB/GYN 
Division  of  Physician  Services 

State  Health  and  Human  Services  Finance  Commission 
PO  Box  8206 

Columbia,  South  Carolina  29202 
(803)  253-6134 
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State  Medicaid  Contacts 


SOUTH  DAKOTA 

Ken  Meyer 

Office  of  Medical  Services 

South  Dakota  Department  of  Social  Services 

700  Governors  Drive 

Pierre,  South  Dakota  57501 

(605)  773-3495 

TEXAS 

Donald  L.  Kelley,  MD,  FACS 

State  Medicaid  Director 

Texas  Department  of  Human  Services 

PO  Box  149030 

Austin,  Texas  78714-9030 

(512)  450-3054 

Rick  McMahan 

Manager,  Provider  Relations 

National  Heritage  Insurance  Company 

11044  Research  Boulevard,  Building  C 

Austin,  Texas  78759-5239 

(512)  343-4984 

UTAH 

Urla  Jeane  Maxfield,  RN,MS 

Health  Program  Manager 

Utah  Department  of  Health 

Bureau  of  Coverage  and  Reimbursement  Policy 

Salt  Lake  City,  Utah  84116-0580 

(801)  538-6149 

VERMONT 

Elmo  Sassorossi 
Director,  Division  of  Medicaid 
Department  of  Social  Welfare 
Vermont  Agency  of  Human  Services 
103  South  Main  Street 
Waterbury,  Vermont  05676 

(802)  241-2880 

WASHINGTON 

Mary  Anne  Lindeblad 

Manager,  Family  Services  Section 

Office  of  Recipient  Services  HA-42 

Division  of  Medical  Assistance 

617  8th  Avenue,  SW 

Olympia,  Washington  98502 

(206)  586-2606 
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State  Medicaid  Contacts 


WEST  VIRGINIA 

Helen  Fisher,  Director 
Women's  Services 

Division  of  Maternal  and  Child  Health 
1411  Virginia  Street,  East 
Charleston,  West  Virginia  25301 
(304)  348-5388 

Catherine  J.  Kenney,  Director 

Right  From  the  Start 

Division  of  Maternal  and  Child  Health 

1411  Virginia  Street,  East 

Charleston,  West  Virginia  25301 

(304)  348-5388 

Barbara  White 
Medical  Services  Bureau 
Division  of  Human  Services 

West  Virginia  Department  of  Health  and  Human  Services 
State  Capitol  Complex 
Charleston,  West  Virginia  25305 
(304)  348-8990 

WISCONSIN 

Angela  Dombrowicki 
Section  Chief 

Policy,  Planning,  and  Evaluation  Section 

Bureau  of  Health  Care  Financing 

Wisconsin  Department  of  Health  and  Social  Services 

1  West  Wilson,  Room  250 

PO  Box  309 

Madison,  Wisconsin  53701 
(608)  266-1940 

WYOMING 

Linda  O'Grady 
Manager — Primary  Care 
Medical  Assistance  Services 
Hathaway  Building 
Cheyenne,  Wyoming  82002 
(307)  777-7531 
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APPENDIX  E 


ACOG  MEDICAID  QUESTIONNAIRE 
ON  PROVIDER  PARTICIPATION 


1.  Do  you  consider  provider  participation  for  maternity  services  to  be  a  problem  in  your 
state?  If  so,  how  is  it  a  problem? 

2.  How  does  your  state  define  provider  participation?  Does  your  state  measure  provider 
participation?  If  so,  how?  (Please  be  as  specific  as  possible.)  Approximately  what 
does  it  cost  to  measure  participation?  Is  your  state  coming  up  with  any  new  ways  to 
measure  provider  participation? 

3.  What  do  you  consider  the  major  barriers  to  provider  participation  in  your  state  (eg, 
reimbursement,  claims  processing,  excessive  paperwork,  liability,  client  problems)? 
Please  be  as  specific  as  possible.  What  initiatives  has  your  state  implemented  to 
remove  any  of  these  barriers?  Have  you  measured  the  effectiveness  of  these 
initiatives?  How  do  you  measure  the  effectiveness?  What  does  it  cost  the  state  to 
implement  these  initiatives? 

4.  Has  your  state  Medicaid  agency  worked  with  the  State  Medical  Society  or  ACOG 
section  in  terms  of  provider  recruitment  or  retention? 

5.  What  is  the  fee  structure  for  maternity  services  in  your  state?  Does  your  state 
reimburse  family  physicians  and  certified  nurse  midwives  at  the  same  rate  as 
obstetricians?  Will  your  state  reimburse  more  than  one  provider  for  rendering  services 
to  the  same  patient? 

6.  How  does  your  state  enroll  providers?  How  are  providers  assigned  numbers?  Can  you 
distinguish  between  type  of  provider  (eg,  obstetrician,  family  physician,  certified 
nurse  midwife)  and/or  type  of  practice  (eg,  solo,  group,  health  department)  by  the 
number?  Are  service  delivery  systems  with  more  than  one  provider  assigned  multiple 
numbers  of  just  one  number? 

7.  What  claim  form  does  your  state  use?  What  information  about  the  provider  can  be 
identified  from  the  claim  form? 

8.  What  is  the  claims  payment  procedure  like  in  your  state?  Approximately  how  long 
does  it  take  to  get  paid?  Does  your  state  use  a  fiscal  agent?  Who  is  the  fiscal  agent? 
What  is  the  role  of  the  fiscal  agent  (eg,  strictly  claims  payment  or  a  provider 
relations /recruitment  component)?  Do  the  fiscal  agent  and  Medicaid  agency 
communicate  about  provider  concerns? 

9.  What  edits  and  audits  are  available  in  your  state's  MMIS  that  are  applicable  to 
maternity  services? 

10.  What  are  some  of  the  funding  problems  your  state  is  facing  (eg,  deficits)  with  regard  to 
Medicaid? 
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11.  What  solutions  would  you  like  to  see  implemented  that  would  require  changes 
federal/ state  law  or  regulation  to  increase  provider  participation  in  Medicaid. 

12.  Are  there  other  people  to  whom  I  should  speak? 
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APPENDIX  F 
LIST  OF  STATES  INTERVIEWED 


States  Interviewed  (41) 

States  Not  Reached  (8) 

Alabama 

Alaska 

District  of  Columbia 

Arkansas 

Arizona 

Georgia 

California 

Colorado 

Hawaii 

Delaware 

Florida 

Illinois 

Iowa 

Idaho 

Maine 

Indiana 

Kansas 

Massachusetts 

Kentucky 

Louisiana 

Rhode  Island 

Michigan 

Maryland 

Tennessee 

Missouri 

Minnesota 

Missippi 

Montana 

North  Carolina 

Nebraska 

North  Dakota 

New  Jersey 

New  Mexico 

New  Hampshire 

Nevada 

New  York 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

South  Carolina 

South  Dakota 

Texas 

Utah 

Vermont 

Washington 

Wisconsin 

West  Virginia 

Wyoming 

States  Declining  (1) 
Connecticut 
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APPENDIX  G 


Ob/Gyn  Services  for  Indigent  Women: 

Issues  Raised  by  an  ACOG  Survey 


In  1985.  the  Executive  Board  of  the  American  College 
of  Obstetricians  and  Gynecologists  created  a  standing 
Committee  on  Health  Care  for  Underserved  Women,  ask- 
ing this  group  to  examine  the  issues  of  access  to  care  and 
to  develop  and  implement  plans  for  the  involvement  ot 
ACOG  and  its  Fellows  in  solutions  to  the  problems.  The 
committee  was  instructed  to  concentrate  on  activities  that 
would  improve  College  participation  in  ensuring  access 
by  underserved  women  to  effective,  efficient,  and  quality 
care. 

The  committee  decided  that  it  was  critical  to  both  the 
understanding  and  solution  or  the  problems  to  determine 
the  attitudes  and  perceptions  of  practicing  obstetri- 
cian-gynecologists. Consequently,  as  one  of  its  first 
tasks,  the  committee  surveyed  the  Fellowship  to  ascertain 
what  services  Fellows  were  providing  to  Medicaid  pa- 
tients and  other  low-income  women.  The  survey  also 
sought  to  determine  what  problems  Fellows  perceived  as 
major  obstacles  in  the  provision  of  such  services  and  what 
access  problems  are  encountered  by  the  women  in  their 
communities. 

This  report  summarizes  some  of  the  findings  from  that 
survey  and  presents  issues  and  recommendations  from  the 
Committee  on  Health  Care  for  Underserved  Women.  The 
results  of  the  survey  indicate  that,  despite  the  fact  that 
obstetrician-gynecologists  feel  there  are  significant  prob- 
lems with  the  Medicaid  program.  63%  of  those  who 
include  obstetrics  in  their  practice  provide  these  services 
to  Medicaid  patients.  The  survey  also  indicates  that  sig- 
nificant opportunities  exist  within  the  ob-gyn  community 
to  increase  access  to  services. 


METHODOLOGY 

A  maii  questionnaire  reviewed  by  the  committee  was 
distributed  to  a  random  sample  of  ACOG  Fellows,  chosen 
to  ensure  adequate  representation  of  the  nine  ACOG  geo- 
graphic districts.  Junior  Fellows  in  their  first  4  years  of 
residency,  military  personnel.  Fellows  not  in  active  prac- 
tice, and  those  residing  outside  the  50  states  and  the 
District  of  Columbia  were  excluded.  A  total  of  5,377 
questionnaires  were  distributed,  with  2,443  responses,  a 
response  rate  of  45 .4% .  Data  were  tabulated  and  weighted 
to  balance  returns  to  the  population  proportions  of  each 
district. 


SURVEY  RESULTS 


DEMOGRAPHICS 

Most  of  the  respondents  were  male  (85.5%)  and  be- 
tween the  ages  of  35-59  (Table  1).  Seventv-seven  percent 
practiced  in  communities  ot  50.001  or  greater  and  only 
23%  in  smaller  communities.  Eighty-tour  percent  or  the 
respondents  were  in  a  iee-tor-service  practice.  This  re- 
sponse group  increased  to  V4%  tor  those  practicing  in 
^mailer  communities.  Younger  ob-gyns  were  more  Iikelv 
to  practice  as  salaried  employees.  These  demographic 
characteristics  generally  correspond  with  the  distribution 
of  the  Fellowship  in  otner  recent  surveys  ( 1 ). 


TABLE  1.  Demographic  Characteristics  ot  Respondents 
Characteristic  Percentage 


Age 


Under 35 

13 

35-39 

18 

40-44 

16 

45-49 

13 

50-54 

15 

55-59 

12 

60-64 

3 

65  + 

4 

Sex 

Male 

86 

Female 

14 

Community  size 

50,000  or  less 

23 

50,001-500.000 

43 

Over  500.000 

34 

Type  of  practice 

Fee  for  service 

Solo 

38 

Single-specialtv  group 

38 

Multispecialty  group 

8 

Salaned  employee 

HMO,  hospital  community  health 

11 

center,  etc 

Fee  for  service 

3 

Committee  on  Health  Care  for  Underserved  Women 

The  American  College  of  Obstetricians  and  Gynecologists 
409 12th  Street,  SW,  Washington,  DC  20024-2188 
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GYNECOLOGIC  SERVICES  TO  MEDICAID 
PATIENTS 

Slightly  more  than  half  (55%)  of  all  ob-gyns  reported 
providing  at  least  one  gynecologic  service  to  Medicaid 
patients  (Table  2).  Physicians  in  smaller  communities 
were  more  likely  to  provide  gynecologic  services  to  Medi- 
caid patients,  as  were  those  in  muluspecialty  groups, 
health  maintenance  organizations  (HMOs),  and  other  sal- 
aried settings.  Seventy-nine  percent  of  those  providing 
obstetric  services  to  Medicaid  patients  also  provide 
gynecologic  services  to  this  population. 


TABLE  2.  Provision  of  Gynecologic  Services  to  Medicaid 
Patients 


Percentage  of 
Those  Who 
Provide 
Obstetric 


Service 

Percentage 

of  All 
Respondents 

Services  to 
Medicaid 
Patients 

Family  planning 

54 

79 

Annual  Pap  smear  and 

pelvic  exam 

54 

78 

Breast  exam  with  referral 

for  mammography  if 

required 

55 

79 

All  these  gyn  services 

52 

76 

SERVICES  TO  OBSTETRIC  PATIENTS 

Most  (83%)  of  the  ob-gyns  surveyed  indicated  that  thev 
provide  obstetric  services.  The  percentage  providing 
obstetric  services  declined  in  the  older  age  groups.  Varia- 
tions bv  sex  and  practice  type  were  minimai.  but  there  was 
significant  variation  by  community  size  i  Table  3  i. 


TABLE  3.  Percentage  of  Ob-Gyns  Providing  Obstetnc 
Services" 


Characteristic  Percentage 


Age 


Under 35 

95 

35-39 

92 

40-44 

92 

45-49 

89 

50-54 

81 

55-59 

74 

60  + 

52 

Community  size 

89 

50.000  or  less 

50,001-500.000 

83 

Over  500,000 

79 

'A  total  ot  83%  ol  all  the  oo-gyn  respondents  oroviae  oostetnc  services. 
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OBSTETRIC  SERVICES  TO  MEDICAID 
PATIENTS 

Nearly  two-tnirds  (63%)  ot  ob-eyns  providing  oostetnc 
ervices  indicaied  that  they  provide  care  tor  Medicaid 
patients.  Eighty-seven  percent  ot  salaried  physician  em- 
ployees or  hospitals  and  health  maintenance  organizations 
|  HMOs)  and  81%  ot  those  in  multispeciaity  groups  indi- 
cated that  they  provide  services  to  Medicaid  patients.  This 
figure  dropped  to  58%  of  those  in  solo  practice  and  to  57% 
or  those  in  single-specialty  groups  (Table  4).  Eighty-five 
percent  of  ob-gyns  in  smaller  communities  indicated  that 
they  provide  obstetric  services  to  Medicaid  patients,  as 
compared  with  52%  of  those  in  the  lareest  cities  ( Table  4 ) 
The  percentage  of  ob-gyns  providing  oostetnc  services  to 
Medicaid  patients  also  varied  among  the  ACOG  geo- 
graphic districts,  ranging  from  52-84%.  These  dif- 
ferences require  further  analysis  to  identify  local  factors 
that  influence  practitioner  participation. 

The  survey  results  indicate  that  ob-gyns  provide 
oostetnc  services  to  Medicaid  patients  in  a  vanetv  of 
settings  (Table  5).  Seventy-seven  percent  ot  the  re- 
spondents provide  such  services  in  their  private  office. 
42%  provide  all  services  on  an  on-cali  basis  at  a  hosmtal. 
and  21%  provide  delivery  services  only  on  this  basis. 
Twenty  percent  provide  services  to  Medicaid  patients 
through  a  residency  program,  and  15%  do  so  in  state, 
county,  or  local  health  departments. 

Sixty  percent  of  obstetricians  who  accept  Medicaid 
patients  indicated  that  they  do  not  restrict  the  numDer  of 
Medicaid  patients  admitted  to  their  practices.  Nonethe- 
less. 44%  reported  that  Medicaid  Datients  made  up  10%  or 
:ess  of  their  1986  deli venes  ( Table  6 ).  Less  than  10%  have 
practices  with  a  majority  of  Medicaid  patients,  and  many 
of  these  physicians  work  in  institutional  settings.  Those 
practicing  in  smaller  communities  reported  that  Medicaid 
patients  account  for  a  higher  percentage  ol  deliveries. 
There  are  also  variations  in  Medicaid  caseload  bv  type  ot 
practice  (  Table  6).  The  percentage  or  Medicaid  patients  in 
any  given  community  during  this  period  is  not  Known. 


TABLE  4.  Provision  or  Obstetric  Services  to  Medicaid 

Patients  dv  Ob-G vns  Who  Provide  Anv  Obstetric 

Sen  -ces 


Characteristic 


;ercentage  Provialng 
Ob  Services 


practice  tvoe 
Fee  for  service 
Solo 

Sinqle-soeciaitv  qrouo 
Multisoectaltv  qrouD 
Salanea  employee 
HMO.  hosoital 
Fee  tor  service 

Community  size 
50.000  or  less 
50.001-500.000 
Over  500.000 


58 
57 
81 

57 

■57 

35 
60 
52 


TABLE  5.  Site  ot  Provision  ot  Obstetric  Services  to 
Medicaid  Patients 


Site 


Percentage  of  Total* 


Private  Office 
On-cail,  all  services 
On-call.  delivery  oniv 
Residency 
Health  department 
Community  health  center 
Volunteer  agency 
Women  s  health 


!1 
42 
21 
20 
15 
4 


"tjtal  adds  to  more  tnan  100%  mu.'tioifl  answer  oossioie 

Regardless  of  the  numoer  ot  Medicaid  patients  seen  in 
the  physicians  practices,  most  physicians  provide  the  full 
range  of  matemitv  services  i prenatal  care,  delivery,  and 
postpartum  services).  The  percentage  providing  delivery 
services  (98%),  however,  is  larger  man  that  providing 
prenatal  care  (93%)  or  postpartum  services  (93%). 


TABLE  6.  Percentage  of  All  1 986  Delivenes  Paid  tor  by  Medicaid 


Community  Size   Practice  Type 


Fee  for  Salaried 
Service   Employee 


Percentage  of 
1 986  Deliveries 

Percentage 
of 
Total 

50.000 

or 
Less 

50,001- 
500.000 

Over 
500.000 

Solo 

Single- 
specialty 
Grouo 

Multi- 
specialty 
Group 

Fee 

HMO  ror 
Hospital  Service 

5%  or  Less 

27 

18 

30 

34 

27 

31 

25 

22 

6-10% 

17 

19 

17 

14 

15 

21 

18 

10 

30 

1 1 -20% 

22 

26 

24 

12 

20 

24 

25 

17 

14 

21-50% 

22 

31 

18 

19 

26 

20 

22 

23 

18 

51%  or  more 

9 

3 

3 

16 

10 

2 

5 

21 

13 

No  response 

3 

2 

3 

4 

2 

2 

3 

3 

3 

Mean 

21.1 

20.7 

19.3 

24.1 

22.6 

15.3 

17.5 

32.2 

24.2 

Median 

15 

15 

13 

10 

15 

10 

15 

20 

10 
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MEDICAID  PARTICIPATION  ISSUES: 
OBSTETRIC  CARE 

Low  reimbursement  was  rated  as  a  problem  in  provid- 
ing services  to  Medicaid  patients  by  almost  8  or  every  10 
ob-gyns  participating  in  the  Medicaid  program  (Table  7). 
Delays  in  payment  and  the  deniaJ  or  withdrawal  or  patient 
eligibility  during  the  pregnancy  were  also  reported  as 
major  problems  for  those  who  provide  services. 

Seven  or  every  10  respondents  who  do  not  participate  in 
the  Medicaid  program  rated  low  reimbursement  as  an 
important  reason  in  their  decision  not  to  provide  services 
to  Medicaid  patients.  Denial  of  eligibility  and  slow  pay- 
ment were  also  cited  as  major  reasons  for  not  providing 
services. 

The  belief  that  Medicaid  patients  are  more  likely  to  sue 
was  rated  as  a  major  deterrent  to  Medicaid  participation 


bv  41%  of  the  oostemcians  who  do  not  provide  services  to 
Medicaid  patients.  Those  in  solo  fee-for-service  practices 
were  more  likely  to  cite  this  belief  as  an  important  reason 
tor  nonparticipauon  than  were  those  in  all  other  practice 
settings.  Employees  of  HMOs,  hospitals,  or  other  agen- 
cies were  least  likely  to  cite  this  as  an  important  factor. 

A  higher  percentage  (45%)  of  respondents  who  provide 
obstetric  services  to  Medicaid  patients  also  reported  we 
concern  that  Medicaid  patients  are  more  likely  to  sue. 
Female  ob-gyns  providing  services  were  less  likely  to  rate 
this  as  an  important  concern  than  were  male  providers, 
and  salaried  empiovees  or  HMOs  and  hospitals  were  also 
iess  likely  to  rate  this  as  an  important  concern. 


TABLE  7.  Medicaid  Obstetric  PartictDation  Issues 


Provide  Medicaid  Ob  Services 

Do  Not  Provide  Medicaid  Ob  Services 

Response 

Percentage  l 

Response 

Percentage 

Low  reimbursement 

79 

Low  reimbursement 

68 

Slow  payment 

55 

Denial  of  eligibility 

50 

Denial  of  eligibility 

48 

Slow  payment 

45 

Believe  will  sue  more 

45 

Believe  will  sue  more 

41 

Different  socioeconomic  group 
than  other  patients 

36 

Medically  too  hign  risk 

27 

Medically  too  high  risk 

34 

Different  socioeconomic 
group  than  other  patients 

19 

Patients  uncooperative 

4 

Too  much  paperwork:  too 
difficult  to  get  reimtxirsement 

Too  much  paperwork:  too 
difficult  to  get  reimbursement 

1 

Patients  uncooperative 

3 
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ACCESS  PROBLEMS  IN  THE  COMMUNITY 

The  maionty  of  respondent  ob-gyns  reported  that  thev 
ao  not  trunk  that  iow-income  women,  including  Medicaid 
women,  have  difficulty  obtaining  oostetnc  ana 
gynecologic  services  in  then-  communities  i  Table  8 ). 

Ob-gyns  providing  obstetric  services  to  Medicaid  re- 
cipients were  more  itkeiy  to  indicate  that  low-income 
women  experience  problems  in  obtaining  most  services. 
The  degree  to  which  specific  services  were  thoueht  to  be 
available  varied  according  to  the  sex  or  the  physician  and 
the  size  or  the  community.  Female  physicians  were  more 
likelv  than  were  male  physicians  to  believe  that  low- 
income  women  have  difficulty  in  obtaining  aoortion  serv- 
ices. Male  physicians  were  more  likely  than  were  female 
physicians  to  identify  annual  exams,  breast  exams,  and 
pregnancy  diagnosis  as  difficult  to  obtain  oy  iow-income 
women.  Those  living  in  smaller  communities  more  fre- 
quently identified  abortion  and  gynecologic  sureery.  and 
those  in  larger  communities  more  trequentlv  identified 
family  planning.  Pap  smears,  annual  exams,  and  oree- 
nancy  diagnosis,  as  difficult  for  low-income  women  to 
obtain. 


TABLE  8.  Ob-Gyn  Perception  of  Access  Problems  in  Their 
Communities 


 Response 

Don't 

Typo  ©f  Skarvlee  Yes       No  Know 


Pregnancy-related  services 


Abortion 

26 

46 

27 

Prenatal  care 

22 

55 

11 

Pregnancy  diagnosis 

11 

76 

11 

Gynecologic  services 

Breast  exam 

14 

66 

18 

AnnuaJ  Pao  smear 

13 

75 

12 

Family  planning 

11 

78 

11 

HosDital  Services 

Gyn  surgery 

21 

65 

13 

Delivery 

13 

76 

9 

Newborn  care 

12 

73 

14 

PROBLEMS  OF  WOMEN  NOT  RECEIVING 
ADEQUATE  PRENATAL  CARE 

When  asked  what  prevents  women  in  their  commu- 
nities from  receiving  adeauate  prenatal  care  (Table  9). 
over  half  (547c)  ot  the  respondents  identified  financial 
namers.  41%  cited  a  woman  s  belief  that  prenatal  care  is 
not  important,  and  38%  rated  transportation  difficukies  as 
important  factors.  Physicians  providing  obstetric  services 
to  Medicaid  patients  rated  each  or  these  reasons  as  lmDor- 
ant  more  often  than  did  those  wno  do  not  provide  sucn 
•  ervices.  Female  oD-gyns  were  more  iikeiv  to  rate  most  or 
tr.ese  reasons  as  more  important  tr.an  were  male  physi- 
cians. Ob-gyns  in  lareer  communities  were  also  more 
akelv  than  were  those  in  smaller  communities  to  rate  most 
u  these  reasons  as  more  important 

TABLE  9.  Ob-Gyn  Perceotions  ot  Deterrents  to  Adeauate 
Prenatal  Care 


Reason  Percentage 


Cannot  Day  for  prenatal  care  (no  insurance 

54 

or  Medicaid) 

Don  t  think  prenatal  care  is  necessarv 

41 

Difficulties  with  transportation 

28 

inadeauate  child  care 

24 

Fearot  doctors,  medical  exams,  cunics.  or 

22 

hosDitals 

Don  t  know  wnere  to  get  prenatal  care 

j_  1 

Long  waiting  list  for  a  nrst  aoDOintment 

-»  * 
—  1 

Waiting  time  tor  individual  acoointment  is 

20 

too  long 

Cannot  arrange  time  off  from  worx  tor 

'4 

prenatal  aopomtments 

Fear  of  arrest  or  deportation  if  illegally  m  tnis 

'0 

country 

Cultural  bias  against  male  oroviders 

4 
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SUGGESTIONS  FOR  CHANGE 

When  asked  how  the  Medicaid  program  might  be 
changed  to  improve  access  to  services,  respondents  indi- 
cated factors  relating  to  reimbursement,  eligibility,  arid 
the  range  or  services  covered  as  most  likely  to  maxe  an 
impact.  The  relevant  factors  were  rated  as  follows: 

1.  Increase  reimbursement  (88%) 

2.  Decrease  paperwork  required  to  receive  reimburse- 
ment (82%) 

3.  Mandate  continued  eligibility  for  women  through  the 
first  postpartum  visit  (64%) 

4.  Provide  additional  reimbursement  for  extra  services 
(57%) 

5.  Simplify  the  application  process  for  patients  (56%) 

6.  Provide  periodic  payments  during  pregnancy  (50%) 

Respondents  providing  obstetric  services  to  Medicaid 
patients  indicated  that  a  number  ot  suggestions  would  be 
effective  more  often  than  did  those  not  providing  services, 
in  particular,  factors  1.  3,  4,  and  5.  Those  in  smaller 
communities  felt  more  strongly  that  increasing  reimburse- 
ment would  be  effective  when  compared  with  those  in 
larger  communities.  Those  in  large  communities  were 
more  likely  to  identify  factors  4  and  5  as  potentially  more 
effective  than  were  physicians  in  smaller  communities. 

Frequently  mentioned  strategies  to  improve  access  for 
low-income  women  not  eligible  for  Medicaid  included  the 
following: 

•  Changing  the  eligibility  standards  for  Medicaid  to  in- 
clude all  women  who  cannot  afford  care  (07%) 

•  Providing  funds  to  citv  and  countv  health  departments 
(58%) 

•  Providing  transportation  or  mobile  clinics  (52%) 

•  Establishing  separate  clinics  for  adolescents  (50%) 

•  Establishing  special  outreach  services  (49%) 

Fewer  respondents  indicated  that  the  placement  of  Na- 
tional Health  Service  Corps  physicians  (44%),  requiring 
hospitals  to  develop  programs  to  provide  services  (43%), 


creating  medical  society  programs  to  distribute  patients 
equitablv  to  private  nnysicians  1 36% ).  or  requiring  riMOs 
to  provide  -are  (35%)  would  be  Dotentiallv  effective. 

Ob-eyns  providing  oostetnc  services  to  Medicaid  na- 
tients  were  more  strongly  in  favor  ot  increasing  eligibility 
than  were  those  wno  do  not  provide  services  Those  in 
larger  communities  were  more  likely  to  support  increas- 
ing eligibility  and  Droviding  funds  to  health  departments 
to  provide  services  man  were  those  in  smaller  commu- 
nities. Female  ob-eyns  supported  most  suggestions  more 
strongly  than  did  males. 

ENCOURAGING  THE  PROVISION  OF 
SERVICES 

Those  surveved  were  asked,  in  an  open-ended  ques- 
tion, to  identitv  wnat  wouid  induce  triem  to  initiate  or 
increase  services  provided  to  underserved  women.  Al- 
though the  response  rate  to  this  auestion  was  iow.  27%  ot 
those  who  do  not  provide  obstetric  services  to  Medicaid 
patients  indicated  trial  increasing  reimoursement  to  a  rea- 
sonable level  would  encourage  them  to  provide  services, 
and  15%  indicated  that  some  limitation  or  protection 
against  liability  would  have  to  be  instituted  for  them  to 
provide  services.  Eieven  percent  indicated  that,  it  reim- 
bursement were  simplified,  they  would  be  inclined  to 
provide  services.  However.  27%  responded  that  nothing 
would  lead  them  to  change  trieir  practices. 

Of  those  alreadv  providing  services.  20%  identified 
increasing  reimbursement  and  9%  limitation  ot  their  lia- 
bility or  protection  against  liability  as  factors  that  would 
persuade  them  to  increase  the  services  provided  to  under- 
served  women.  At  trie  same  time.  20%  responded  that 
nothing  would  induce  them  to  provide  additional  services 
to  these  women.  Of  those  tor  wnom  Medicaid  patients 
constitute  10%  or  less  or  their  1986  deliveries.  23%  identi- 
fied increased  reimbursement.  9%  protection  against  lia- 
bility, and  7%  simplifying  reimoursement  as  tactors  that 
would  cause  them  to  increase  services.  Twentv-three  per- 
cent responded  that  notning  would  induce  triem  to  change 
their  practices. 
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CONCLUSIONS  AND  RECOMMENDATIONS 


It  would  aopear  trial  the  perc-.itage  of  ob-eyns  provid- 
ing obstetric  services  to  Medicaid  patients  has  not 
:nanged  a  great  deal  over  the  past  10  years.  desDite  an 
increase  in  the  percentage  or  ob-gyns  providing  oDstetnc 
services  to  Medicaid  patients  noted  between  1978-1984 
1 2).  It  must  be  noted  that  the  methodology  for  this  survey 
differs  from  those  done  previously  and  does  not  allow 
direct  comparisons  from  1984-1987. 

Ob-gyns  provide  a  significant  amount  of  care  to  Medi- 
caid patients  and  other  low-income  women  but  have  the 
potential  to  provide  even  more  services.  The  results  of  this 
survey  indicate  that  several  changes  in  health  care  delivery 
systems  would  encourage  obstetricians  to  increase  serv- 
ices to  underserved  women.  The  activities  outlined  below 
have  a  reasonable  chance  of  increasing  access  to  care. 

DOCUMENTING  LOCAL  ACCESS 
PROBLEMS 

A  number  of  recent  reports  have  pointed  out  the  diffi- 
culties that  poor  women  ( both  Medicaid  eligible  and  unin- 
sured) face  in  obtaining  adequate  and  timely  prenatal  care 
(3,4).  These  studies  indicate  that  there  are  barriers  to  care 
in  many  communities.  Although  the  ob-gyns  in  this  sur- 
vey identified  these  barriers  as  obstacles  to  adequate  pre- 
natal care,  it  appears  that  many  physicians  are  not  aware 
that  these  problems  may  be  widespread  in  their  commu- 
nities. 

At  the  state  level.  ACOG  sections  should  participate  in 
efforts  to  investigate  and  document  any  local  barriers  to 
care.  When  access  is  shown  to  be  a  problem,  the  specific 
characteristics  of  the  problem  in  each  area  should  be 
described  and  given  widespread  dissemination  to  the  Fel- 
lows, state  medical  socienes.  and  appropriate  government 
agencies.  If  there  is  sufficient  capacity  to  provide  care  but 
underunhzation  of  resources  by  patients,  major  outreach 
and  educational  efforts  should  be  made  by  the  appropriate 
agencies  to  encourage  women  to  obtain  prenatal  care.  In 
areas  in  which  the  needs  of  all  women  are  being  met.  the 
systems  for  providing  care  should  be  documented  and 
publicized  for  others  to  study. 

WORKING  WITH  LOCAL  COALITIONS 

The  experiences  of  those  Fellows,  sections,  and  dis- 
tricts who  have  attempted  to  improve  access  to  services  for 
low-income  women  in  their  communities  indicate  that  it  is 
beneficial  to  work  in  coalition  with  other  groups  that  are 
concerned  about  improving  health  care  for  women  and 
children  (eg,  the  American  Academy  of  Pediatrics,  the 
Children's  Defense  Fund,  the  Healthy  Mothers.  Healthy 
Babies  Coalition,  the  Coalition  of  Hispanic  Health  and 
Human  Service  Organizations,  the  Junior  League,  the 
March  of  Dimes,  the  National  Council  of  Negro  Women, 
state  perinatal  associations  and  medical  societies,  and 
others  i.  No  organizauon  or  group  can  accomplish  these 
changes  aione,  but  together  they  have  been  able  to  do 
much. 


SOLVING  THE  PROBLEMS  OF  THE 
MEDICAID  PROGRAM 

The  results  of  this  survey  indicate  that  certain  charac- 
teristics of  the  Medicaid  system  are  obstacles  to  the  full 
participation  of  ob-gyns  in  providing  care  for  Medicaid 
recipients.  Many  ob-gyns,  however,  continue  to  provide 
services  to  Medicaid  patients  despite  the  difficulues  they 
experience.  Reimbursement  rates,  slow  payment  systems, 
and  loss  of  eligibility  by  patients  are  the  major  problems 
needine  attennon.  It  appears  that  decreasing  the  paper- 
work required  to  obtain  reimbursement  would  be  benefi- 
cial. In  addition,  states  should  be  encouraged  to  improve 
"die  eligibility  determination  process  and  ensure  continued 
Medicaid  eligibility  for  pregnant  women  throughout  the 
entire  pregnancy  and  postpartum  period. 

Manv  of  the  barriers  to  physician  participauon  can  be 
removed  by  working  with  state  Medicaid  officials.  Sev- 
eral states  have  been  able  to  increase  Medicaid  reimburse- 
ment rates  tor  obstetric  services  in  the  past  few  years,  and 
some  are  beginning  to  report  increased  physician  pamci- 
pauon.  It  is  hoped  that  these  erforts  will  result  in  continu- 
ing or  increased  participation  by  obstetricians  in  the  Med- 
icaid program.  Districts  and  secuons  are  encouraged  to 
participate  in  Medicaid  advisory  groups  and  to  work  with 
agencies  for  needed  changes  in  the  administration  of  the 
program. 

The  liability  problem  is  not  unique  to  Medicaid  but 
exacerbates  the  already  serious  problem  of  physician  par- 
ticipation. In  the  absence  of  more  encompassing  solu- 
tions. Medicaid  programs  should  look  for  ways  to  share 
the  risks  and  costs  of  liability  as  a  means  of  encouraging 
physician  participation.  In  communities  in  which  Medi- 
caid beneficiaries  make  up  a  significant  portion  of  the 
pauent  population,  dealing  with  the  liability  problem  may 
be  necessary  in  order  to  ensure  the  conunued  availability 
of  obstetric  services. 

INCREASE  THE  NUMBER  OF  PREGNANT 
WOMEN  ELIGIBLE  FOR  MEDICAID 

Ob-gyns  responding  to  this  survey  indicated  that  one  of 
the  most  powerful  tools  for  increasing  access  for  non- 
Medicaid  women  is  to  make  them  eligible  for  Medicaid. 
Approximately  half  of  the  states  have  implemented  the 
option,  made  available  in  1986,  to  raise  the  Medicaid 
income  eligibility  ceiling  for  pregnant  women  to  100%  of 
the  federal  poverty  level.  New  options  now  exist  for  states 
to  further  raise  that  ceiling  to  185%  of  the  federal  poverty 
level.  Enacting  these  options  could  significandy  increase 
the  number  of  poor  pregnant  women  who  are  eligible  for 
coverage  under  the  state  Medicaid  program.  Districts  and 
sections  can  be  instrumental  in  advising  and  encouraging 
state  agencies  and  legislatures  to  enact  these  options. 
Participating  in  coalitions  with  other  interested  organiza- 
tions is  particularly  important  and  effective  in  accom- 
plishing this  objective. 
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SUPPORT  FOR  MATERNAL-CHILD  HEALTH 
PROGRAMS 

Maternal-child  health  programs  i Title  V  and  state 
landed)  ana  community  and  migrant  health  centers  are 
Tten  iocated  in  communities  in  which  there  are  no  otner 
sources  of  care.  In  addition  to  providing  prenatal  care, 
they  are  often  funded  to  provide  important  ancillary  serv- 
ices, such  as  sociaJ  services  and  the  Women.  Infants,  and 
Children  iVVIC)  supplementary  feeding  program  while 
relying  upon  the  ob-gyns  in  the  community  to  provide  the 
essential  medical  services. 

Although  only  15%  of  the  ob-gyns  surveyed  provide 
services  to  Medicaid  patients  in  health  departments.  58% 
^ee  this  as  an  important  strategy  to  improve  access.  The 
active  support  of  the  medical  community  for  adequately 
funded  state  and  local  health  department  programs  and 
community  and  migrant  health  centers  is  critical.  Cooper- 
ation between  private  physicians  and  public  programs  is 
important  to  ensure  quality  medical  services  and  the  coor- 
dination of  delivery  with  prenatal  care. 

CLARIFYING  AND  SOLVING  LIABILITY 
ISSUES 

The  issues  of  the  liability  crisis  and  access  to  care  are 
inextricably  linked.  Many  factors  related  to  liability  affect 
access  to  care.  Increases  in  premium  costs  result  in  an 
escalation  of  the  cost  of  providing  obstetric  services.  As  a 
result,  it  is  more  difficult  to  provide  services  for  women 
under  low-reimbursement  programs,  such  as  Medicaid.  In 
addition  to  the  financial  costs,  patients  perceived  as  being 
at  medicailv  high  nsk  are  avoided.  A  significantly  higher 
percentage  (45.4%  versus  1.6%)  of  ob-gyns  reported  de- 
voting 10%  or  less  of  their  practice,  and  a  significantiv 
lower  percentage  (52.5%  versus  98.4%)  reported  devot- 
ing 11%  or  more  of  their  practice,  to  high-nsk  care  in  1987 
than  in  1985  (1).  As  more  ob-gyns  refer  high-nsk  patients, 
decreased  access  for  Medicaid  patients  and  other  poor 
women  may  result. 

In  this  survey,  a  significant  percentage  of  respondents 
indicated  a  belief  that  Medicaid  patients  represent  a 
greater  nsk  of  suit.  This  belief  is  a  subject  of  considerable 
interest  but  little  empirical  research.  ACOG's  Department 
of  Professional  Liability  recently  commissioned  a  survey 
of  hospitals  on  delivenes  performed  in  1982.  The  results 
indicate  that  17 . 1%  of  the  total  delivenes  reported  by  these 
hospitals  were  paid  for  by  Medicaid,  but  that  Medicaid- 
paid-for  patients  accounted  for  24.8%  of  the  malpractice 
claims  resulting  from  these  delivenes.  This  difference, 
however,  is  not  statistically  significant  (5).  Additional 
research  would  be  useful,  particularly  regarding  the  un- 
derlying causes,  if  any  differences  are  found  to  exist.  In 
the  absence  of  data  confirming  that  Medicaid  patients 
represent  a  greater  liability  risk,  physicians  are  urged  to 
continue  providing  services  to  these  patients.  Good  nsk 
management  techniaues  should  be  used  to  minimize  any 
potential  nsk. 


ACOG  should  continue  to  work  to  inform  tne  Dublic  oi 
the  significant  lmDlications  ot  the  habiiity  prooiem  within 
the  specialty  ana  its  impact  on  access  to  care  tor  the 
anaerservea. 


ROLE  OF  THE  COLLEGE 

The  Committee  on  Health  Care  ior  L  nderserved 
Women  believes  that  there  is  both  a  great  oDportunity  and 
a  responsibility  tor  the  College  and  its  Fellows  to  assist  the 
nation  and  our  communities  in  solving  tne  prooiems  ot 
access  to  care.  ACOG  and  N  A  ACOG  represent  a  usetul 
pool  of  expemse  in  me  health  care  oi  women  mat  should 
be  utilized  by  state  and  national  rxmcv  maxers.  ACOG 
must  continue  to  worK  to  increase  tne  awareness  ot  the 
FellowsniD  about  the  problems  facing  unaerservea  women. 
At  the  federal  level.  ACOG  must  continue  to  wonc  to  im- 
prove Droerams  designed  to  serve  this  population. 

Manv  ot  the  problems  vary  not  oniv  among  states  but 
also  among  communities.  Districts  ana  sections,  in  coali- 
tion with  otiier  organizations  that  snare  a  concern  tor 
improving  women  s  and  children  s  health,  are  in  an  ideal 
posiuon  to  evaluate  needs  in  their  ow  n  communities  and  to 
develop  appropnate  strategies  ror  solutions  to  the  access 
problems  of  underserved  women.  In  most  circumstances, 
legislators  and  agency  leaders  welcome  input  from  com- 
munities expenencing  problems  that  is  based  upon  con- 
cern for  the  indigent  patient  rather  than  personal  economic 
considerations.  By  working  with  states  on  tne  solutions  to 
these  problems,  sections  and  districts  can  establish  posi- 
tive working  relationshios  mat  assist  in  the  solutions  to 
other  prooiems.  such  as  professional  iiabiiitv.  The  proo- 
iem of  access  to  quality  care  tor  ail  women  is  bom  medical 
and  social  in  nature,  and  the  Fellows  ot  ACOG  can  and 
should  contribute  to  the  solutions  in  rx>th  arenas. 
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We  understand  that  you  are  asked  to  respond  to  many  surveys,  but 
rarely  will  your  responses  be  as  important  as  they  are  now  in  the 
development  of  health  care  policies  supportive  of  the  needs  of  both 
doctors  and  pregnant  worr.m  in  New  York.  Thank  you  for  your 
participation. 


PART  I.  General  Questions  About  Your  Practice 

1 .  What  is  your  primary  medical  specialty?  (Check  one ) 
D  1  Obstetrics/Gynecology 

□  2  Family  Practice 
G  3  General  Practice 

□  4  Other  (Specify):   b 

2.  For  how  many  years  since  graduation  from  medical  school 
have  you  practiced  medicine?  (Write  number  in  boxes) 

3 .  Have  you  ever  provided  obstetric  care  (prenatal  and/or 
delivery  care)? 

i  :  0  No  (Please  stop  here  and  return  the  questionnaire 

in  the  envelope  provided) 
 ,  1  Yes  (Continue)  n 

4.  For  how  many  years  since  graduation  from  medical  school 
have  you  provided  obstetric  care?  (Write  number  in  boxes) 

 I  i  I  years  12-13 

5.  Do  you  currently  provide  obstetric  care? 

□  0  No  (Go  to  PART  IV.  question  26) 

G  1   Yes  (Continue)  u 

PART  II.  For  Those  Currently  Practicing  Obstetrics 

6.  Does  the  obstetrical  care  include  (Check  all  that  apply) 

1   Prenatal  care? 

1  1  1  Vaginal  deliveries? 

G  1  Cesarean  sections? 

7    How  would  you  best  characterize  your  primary  obstetric 
outpatient  serves  sic?  (Check  one  only) 

□  1  Own  office  (solo  or  group) 

□  2  Voluntary  not-for-profit  hospital 

□  3  Proprietary  for-profit  hospital 

□  4  Public  Hospital 

G  5  Public/Community  Clinic  (e.g.  county  health  dept., 

community  health  center) 

Q  6  Native  American  health  facility 

D  7  Sheltered  Facility  (Prison,  Intermediate  Care 
Facility,  Youth  Facility,  etc.) 

□  8  Other  (Specify):  is 


IS 


IS 


17 


8. 


9. 


10. 


11 


12. 


13. 


14. 


15. 


32  3* 


Please  give  both  the  zip  code  andcounty  of  the  site  where  you 
provide  most  of  your  outpatient  obstetric  care. 

Zip  code:  □  □□□□  19-23 

First  five  letters  of  County:     1  ll  i!  id  !  24-28 

About  how  often  do  you  refer  prenatal  patients  you 
identify  as  high  risk  to  specialists?  (Check  one ) 

1  Always 

□  2  Usually 

□  3  Sometimes 

!  i  4  Never  29 

Approximately  how  many  hours  do  you  personally  provide 
prenatal  care  in  a  typical  week? 

I  I  i  i  hours  per  week  30-31 

Approximately  how  many  delivenes  did  you  personally 
perform  in  the  past  year? 

delivenes  per  year 

Does  your  office  have  computerized  or  computer-assisted 
billing  records? 

□  0  No  □  1   Yes  35 

Do  you  now  provide  supervision,  back-up  services,  con- 
sultation, and/or  standing  orders  for  non-physician 
providers  of  obstetric  care? 

□  0  No  (Go  to  question  15) 

G  1  V &$  (Continue)  x 

Which  kinds  of  non-physician  providers  are  they? 
(Check  all  that  apply) 

1  Nurse  midwives  37 

1  Nurse  practitioners  38 

1  Physician  Assistants  39 

□  1  Other  (Specify):   *o 

If  you  are  a  family  physician  or  general  practitioner,  do 
you  have  serious  problems  getting  back-up  from  special- 
ists for  deliveries? 

□  0  No 

□  1  Yes 

□  2  Not  applicable  «< 
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1 6.  If  you  are  an  obstetrician,  do  you  now  provide  back-up  for 
deliveries  to  one  or  more  family  physicians  or  general 
practitioners? 

□  0  No  LJ  1  Yes  _  2  Not  applicable'  « 
PART  III.  Medicaid  Patients 

1 7.  Do  you'  now  provide  obstetric  care  to  women  with  Medi- 
caid? 

  0   No  (Go  to  PART  V,  question  39) 

L_i  1    Yes  (Continue)  o 

1 8.  Approximately  what  percent  of  the  obstetric  patients  you 
now  serve  are  Medicaid  patients?  (Check  one  only) 

□  1    10%  or  less         _J  3  26-50% 


20. 


J  2  11-25% 


 :  4  more  than  50% 


1 9.    Does  your  obstetric  care  to  Medicaid  women  include 
(Check  all  that  apply) 

LJ  1  Prenatal  care' 

 i  1  Vaginal  deliveries? 

 ;  1  Cesarean  sections? 


45 
46 
47 


Where  do  you  render  obstetric  care  to  women  with  Medi 
caid?  (Check  all  that  apply) 

Own  office  (solo  or  group) 
Voluntary  not-for-profit  hospital 
Proprietary  for-profit  hospital 
Public  Hospital 

Public/Community  Clinic  (e.g.  county  health 
dept.,  community  health  center) 
Native  American  health  facility 

Sheltered  Facility  (Prison.  Intermediate  Care 

Facility.  Youth  Facility,  etc.) 
Other  (Specify):  


LJ  1 


51 


S3 
53 


54 

ss 


21 .  Do  you  provide  obstetric  care  at  a  site  that  either  participated 
in  the  NY  State  Dept.  of  Health  Prenatal  Care  Assistance 
Program  (PCAP)  (prior  to  Jan .  1 , 1 990),  or  was  designated  by 
the  Dept.  of  Health  as  a  comprehensive  prenatal  care  service 
program  (after  Jan. 1, 1990)? 

□  0  No 
Lj  1  Yes 

:  I  2   Don't  know  so 

22.  Did  the  1 988  increase  in  Medicaid  reimbursement  from 
$550  to  $1 .037  ior  obstetric  care  have  any  effect  on  the 
numbers  of  women  with  Medicaid  you  serve?  (Check  one) 

1  !  1  Decreased  (Continue) 

  2  No  change  (Continue) 

U  3  Don!  know  (Go  to  question  24) 

U  4  Increased  (Go  to  question  24)  57 


23.   If  you  did  not  increase  the  number  of  Medicaid  patients  ycj 
serve  following  the  1 988  reimbursement  increase,  please 
check  the  column  that  best  deschbes  the  importance  01 
each  factor  listed  below  in  explaining  the  lack  of  increase 

Most  Very  Some  Non 


Did  not  know  about  the 
reimbursement  increase 

Reimbursement  still  too  low 

Other  payment  issues 

(pended  claims,  denials  etc.) 

Fiscal  audit  experience 

Delays/  denials  of  patient  eligibility 

Patients  too  high  risk 

Liability  issues 

Too  few  colleagues 

Too  few  Medicaid  patients  in 
the  community  I  serve 

Other  (Specify):  


sc 

6' 
62 
63 
64 


24.  Do  you  limit  the  number  of  Medicaid  patients  for  whom  you 
provide  obstetric  services? 
□  0  No  (Go  to  PART  V.  question  39) 

lJ  1    Yes  (Continue)  « 


25.    If  you  do  limit  the  number  of  Medicaid  patients,  please 
check  the  column  that  best  descnbes  the  importance  of 
each  factor  listed  below  in  your  decision  to  limit  the  number 
of  Medicaid  patients  you  serve. 

Most  Very  Some  None 

Reimbursement  still  too  low         —     —     —  — 

Other  payment  issues         

(pended  claims,  denials  etc.)    i_J  ' —  — i  — 


Fiscal  audit  experience  —  —  — >  — 

Delays/denials  0*  patient  eligibility  i —  —  —  —  r 

Patients  too  high  risk  — .  —  — >  — 

Liability  issues  i —  —  —  — 

Too  few  colleagues  —  —  —  — 

Other  (Specify):   _  —  —  —  7 
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PART  IV.  For  Thoee  Who  Have  Discontinued  Or  interrupted 
Their  Obstetric  Practice 

26    In  what  year  did  you  stop  providing  obstetric  care'' 

1  9    LJ  LJ  77-78 

27.  About  how  often  did  you  refer  prenatal  patients  you 
identity  as  high  risk  to  specialists?  (Check  one) 

ZZ  1   Always   i  3  Sometimes 

ZZ  2   Usually   i  4  Never  79 

28.  Approximately  how  many  hours  did  you  personally  provide 
prenatal  care  in  a  typical  week? 


 i  ;  !  hours  per  week 

29.   Approximately  how  many  delivenes  did  you  personally 
perform  in  your  last  year  of  practice? 


30. 


31. 


60-01 


   ;  ;  1  delivenes  per  year 


aa*s 


For  each  factor  listed  below  check  the  box  in  the  column 
that  best  describes  the  importance  of  each  factor  in  your 
decision  to  stop  providing  obstetric  care. 

Most  Very  Some  None 


Excessive  government  regulation  — : 

Excessive  third-party   

payer  oversight  — 

Fear  of  litigation  — 

Insufficient  patient  numbers  — 

Interference  with  office  practice     i  1 

Malpractice  premiums  too  high  ZZ 

No  obstetric  hospital  privileges  ZZ 


.  as 


j  86 

,87 


Third-party  payer  rates 
too  low 

Too  tew  colleagues  for  back-up 
Other  (Specify):  


□ 

□ 

□ 
1 


□ 
□ 
□ 


ISO 

i  91 

1 

J  92 
J  93 
j  94 


Did  you  provide  obstetric  care  to  women  with  Medicaid  ? 

□  0   No  (Go  to  PART  V.  question  39) 

  1   Yes  (Continue)  95 

32.  Approximately  what  percent  of  the  obstetric  patients  you 
served  were  Medicaid  patients?  (Check  one) 

D  1    10%  or  less  □  3  26-50% 

□  2   11-25%       □  4  more  than  50%  m 

33.  About  how  often  did  you  refer  Medicaid  prenatal  patients 
you  identity  as  high  risk  to  specialists?  (Check  one  ) 

G  1   Always        Q  3  Sometimes 

 !  2   Usually        LJ  4  Never  97 


98 
99 

100 
101 
102 
103 


34.  Where  did  you  render  obstetric  care  to  women  with 
Medicaid?  (Check  all  that  apply) 

LJ  1  Own  off  ice  (solo  or  group) 

ZZ  1  Voluntary  not-for-profit  hospital 

ZZ  1  Proprietary  for-profit  hospital 

ZZ  1  Public  hospital 

  1  Public/Community  clinc 

~]  1  Native  American  health  facility 

ZZ  1  Sheltered  Facility  (Prison,  Intermediate  Care  Facility, 
etc.)  ,0* 

□  1  Other  (Specify):   "» 

35.  Did  you  provide  obstetric  care  at  a  site  that  either  participated 
in  the  NY  State  Dept.  of  Health  Prenatal  Care  Assistance 
Program  (PCAP)  (priortoJan.  1. 1990),  or  was  designated  by 
the  Dept.  of  Health  as  a  comprehensive  prenatal  care  service 
program  (after  Jan.  1, 1990)? 

ZZ  0  No    LJ  1  Yes      —  2  Donlknow  10s 

36.  Would  you  ever  consider  resuming  obstetric  care  in  the 
future? 

□  0   No  (Go  to  PART  VI,  question  46) 

ZZ  1    Yes  (Continue)  '°7 

37.  For  each  factor  listed  below  check  the  box  in  the  column  that 
best  describes  the  Importance  of  each  factor  in  your  decision 
to  resume  providing  obstetric  care. 

Most  Very  Some  None 

Ceiling  on  litigation  awards          D  G     —  — !  ,oe 

Higher  third-party  payer  rates       D  O     L_i  _ J  109 

Less  government  regulation         □  □     □   1  110 

Less  third-party  payer  oversight 

Limit  on  cases  eligible  for  jury  trial 

Malpractice  insurance  subsidy 
for  Medicaid  patient  care 

More  colleagues  for  back-up 

More  patients  for  obstetrics 

No-fault  insurance  for  neuro- 


Other  (Specify):. 


□ 

□ 

□ 

□ 

113 

□ 

□ 

□ 

□ 

114 

I — ' 

I  '■ 

□ 

115 

□ 

I — I 
L_i 

□ 

□ 

116 

□ 

□ 

□ 

□ 

117 

□ 

□ 

□ 

□ 

118 

1 

2 

3 

4 

38.  In  1988,  Medicaid  increased  reimbursement  from  $550  to 
$1,037.  In  1990  women  with  higher  incomes  were  added  and 
eligibilty  was  guaranteed  throughout  pregnancy  regardless 
of  income  change.  Considering  this,  if  you  resumed  obstetric 
care,  would  you  include  women  eligible  for  Medicaid? 

□  0    No  (Go  to  PART  VL  question  46) 

□  1    Yes         D2  Maybe 


119 
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PART  V.  Future  Plans  for  Car*  to  Obstatric  Patients 
with  Medicaid 

Starting  in  1990,  Medicaid  expanded  eligibility  tor  pregnant 
women.  What  policy  changes  would  influence  the  numbers  of 
pregnant  Medicaid  patients  you  would  care  for? 

Would      Maybe  No 
Increase     Increase  Change 
39.  Liability  Imum  1  2  3 

Ceiling  on  litigation 

awards    !  ;    120 


No-fault  insurance  for 
neurological  cases 

More  medical  back-up  for 
high-risk  patients 

Subsidy  of  liability  expenses 
for  Medicaid  care 

Other  ( Specify) :  


n 


40.  Billing  I 

Medicaid  help  to  bill 

correctly   

Medicaid  training  in 
audit  criteria 

Faster  reimbursement   , 

Greater  reimbursement 

Fewer  delayed  claims  ,  

Improved  communication 
with  Medicaid 

Other  (Specify):   C 

41.  Patient  Issues 

Able  to  limit  Medicaid  women 
I  would  accept  CD 

Other  (Specify):   CD 


121 


122 


123 
124 


 I  125 

  126 

 ;  i27 

 i  128 

1  I  129 

U  IX 

□  131 


□  □  132 

□  □  133 


42.  How  many  women  with  Medicaid  do  you  plan  to  care  for  in 
the  future?  (Check  one) 

1 — 1 

 I  1  Fewer 

_!  2  More 

CD  3  No  change  134 

43.  Would  you  be  willing  to  provide  back-up  to  any  of  the  following 
kinds  of  mid-level  practitioners  caring  for  pregnant  women  with 
Medicaid  ?  (Check  all  that  apply) 


□ 

1 

Nurse  midwrves 

135 

□ 

1 

Nurse  practitioners 

138 

□ 

1 

Physician  assistants 

137 

□ 

1 

Other  (Specify): 

13> 

□ 

1 

No,  none  of  the  above 

13B 

44.  Designation  by  the  NY  Dept.  of  Hearth  as  a  Comprehensive 
Prenatal  Care  Services  Provider  enables  certain  hospitals, 
clinics  andcounty  health  departments  to  obtain  higher  Medicaid 
reimbursement  rates  for  care  that  includes  not  only  clinical, 
but  also  psychosocial,  nutrition  and  other  services  listed 
below.  If  the  higher  fee  were  available  to  physicians,  which  0. 
the  following  sen  ices  would  you  be  willing  to  provide  either 
yourself  or  through  your  staff  to  women  with  Medicaid?  (Check 
all  that  apply) 

1  I  1   Appraisal  of  clinical/ psychosocial/ nutritional  nsk  i«o 

i — i 

;       1   Risk  reduction  plans  in  these  three  areas  ui 

 :  1   Coordination  of  care  in  these  three  areas  1*2 

 ;  1   Referrals  and  follow-up  in  these  three  areas  \*s 

 :  1   Basic  nutrition  education  and  counseling  <u 

  1    Intensive  nutrition  counseling  us 

  1   Basic  psychosocial  counseling  and  referral  us 

i      1   Psychosocial  support  services  147 

 i  1   Assist  women  in  obtaining  Medicaid  eligibility  i*a 

'  !  1   Outreach  to  get  women  into  prenatal  care  149 

  1   Prenatal  diagnostic  and  treatment  services  •» 

  1   Postpartum  services  151 

  1    HIV-testing/counseling/lreatment/referral  1S2 

i  .  1    Maintain  records  on  the  above  services  provided  153 

45.  If  you  were  willing  to  provide  comprehensive  care  for  higher 
reimbursements,  which  of  the  following  mechanisms  to  assure 
quality  would  you  be  willing  to  accept?  (Check  all  that  apply) 

CD  1   Chart  audit  at  your  site  by  peer  group  physicians  154 

CD  1   Chan  audit  at  your  site  by  physicians  from  a 

nearby  tertiary  care  hospital  iss 
CD  1   Chart  audit  at  your  site  by  State  Dept.  of  Health  m 

CD  1   Chart  audit  at  your  site  by  County  Dept.  of  Health  157 

1   Internal  audit  of  charts  you  send  to  the  state  iss 

□  1  Other  (Specify):  


CD  1   None  of  th*  above 


159 
in 


Part  VI.  Demographic  Questions  For  All  Respondents 

46.  What  is  your  sax?      D   1  Male     CD  2  Female  tei 

47.  What  is  your  raca/ethnicity? 

□  1  Black       □  2  Asian    □  3  White 

D  4  Hispanic    CD  5  Other  (Specify):   1*2 

48.  What  is  your  year  of  birth?      1  9 

49.  Describe  the  area  where  you  practice  medicine? 

□  1  Rural     □  2  Suburban    □  3  Urban 


Thank  You  For  Your  Participation. 
Ream  the  Survey  In  the  Prepaid  Envelope  Enclosed. 
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APPENDIX  I 

SOUTH  CAROL  ISA 
STATE  HEALTH  AMD  HUMAN  SERVICES  FINANCE  COMMISSION 
POST  OFFICE  BOX  8206 
COLUMBIA,  SOUTH  CAROLINA  29202-8206 

January  12,  1990 


PHY  90-01 

MEDICAID  BULLETIN 


TO:  Maternal  Care  Providers 

SUBJECT:  1.     Obstetrical  Fee  Increases 

2.  Enhanced  Rates  for  Additional  Services 

3.  Sterilization  Billing  Procedures 

1.     Obstetrical  Fee  Increases 

In  an  effort  to  encourage  maternal  care  providers  to  increase  their 
participation  in  the  South  Carolina  Medicaid  program,  the  State  Health  and 
Human  Services  Finance  Commission  (SHHSFC)  has  increased  the  reimbursement 
rates  for  the  procedures  listed  below  for  dates  of  service  on  or  after  July 
1,  1989. 


Description 


1.  Initial  0B  Exam 

2.  Antepartum  Exam 

3.  Vaginal  Delivery 

4.  Cesarean  Section 

5.  Postpartum  Exam 


Procedure 
Code 

S1500 
59420 
59410 
59500 
59430 


Reimbursement 
Rate 

$  50.00 

$  20.00/visit 

$700.00 

$800.00 

$  20.00* 


**Enhanced 
Procedure 
Code 

S0110 
S0112 
59410 
59500 
S0114 


Enhanced 
Rate 

$100.00 

$25.00/visit 

$700.00 

$800.00 

$25.00 


*  The  1989  Physician's  Fee  Schedule  gives  a  rate  of  $25.00  for  this  code. 
That  is  a  mistake.     The  correct  rate  is  $20.00. 

**  See  number  2  below. 


Enhanced  Rates  for  Additional  Services 

Maternal  care  providers  will  receive  enhanced  reimbursement  if  they  are 
willing  to  perform  some  additional  services  which  the  SHHSFC  feels  would 
improve  the  newborn's  chances  of  survival.  Attached  to  this  bulletin,  you 
will  find  a  document  titled  "Healthy  Mothers,  Healthy  Futures  Maternity 
Health  Education  Checklist."  The  document  lists  the  services  that  the 
SHHSFC  is  requesting  providers  to  perform  on  Medicaid  patients.  If  you 
choose  to  bill  Medicaid  for  the  enhanced  rates,  you  may  use  this  checklist 
for  documentation.  Use  of  the  checklist  for  documentation  is  completely 
optional.  Examples  of  appropriate  documentation  without  the  checklist  are 
printed  in  bold  after  each  of  the  three  enhanced  procedure  code 
descriptions. 
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Description 


Procedure 
Code 


Reimbursement 
Rate 


Additional  Service  to 
be  performed  & 
documented 


A.  Initial  OB  exam 


S0110  $  100.00  Referral        to  the 

Women,  Infant  and 
Children  (WIC) 
supplemented  food 
program  and  referral 
for  any  additional 
services  available  in 
the  community  and 
needed  by  the  patient 
during  pregnancy.* 

*  A  complete  listing  of  available  programs  may  be  obtained  through  your  County 
Health  Department. 


An  example  of  appropriate  documentation  without  the  checklist  would  be: 
"referred  to  WIC  program". 


B.  Antepartum  Exam 


S0112 


$  25.00 


Follow-up  on  previous 
referrals  and 
telephone  follow-up 
for  missed 
appointments . ** 


**  Patients  who  repeatedly  miss  appointments  should  be  referred  to  the  local 
health  department  for  maternal  care  outreach. 

An  example  of  appropriate  documentation  without  the  checklist  would  be  "patient 
receiving  food  supplement  from  WIC". 


C.  Postpartum  exam  S0114  $  25.00  WIC        referral  for 

mother  and  infant. 
Inclusion  of  some 
family  planning  and 
parenting  education. 


An    example    of    appropriate    documentation    without    the    checklist    would  be: 

"referred  to    WIC    program.      Spent    minutes    explaining    family  planning 

alternatives  and  giving  parenting  education". 
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3.     Sterilization  Billing  Procedures 

As  part  ot  the  continuing  effort  to  streamline  claims  processing,  the  new  OB 
Program  Manager  at  the  SHHSFC,  Chris  Ricken,  will  immediately  begin  working 
on  an  alternative  system  to  alleviate  unnecessary  paper  work  on  the  part  of 
the  care  provider  and  to  shorten  the  turnaround  time  for  physician  payment 
on  a  consistent  basis.    Details  of  this  system  will  be  forthcoming. 

If  you  have  questions  about  anything  in  this  bulletin  you  are  encouraged  to 
call  Ms.  Ricken  at  253-6134.  Your  participation  in  the  South  Carolina 
Medicaid  program  is  needed  and  appreciated. 


Eugene  A.  Laurent,  Ph.D. 
Executive  Director 


EAL/pf jw 
Attachment 
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APPENDIX  J 


MEDICAID  INCOME  ELIGIBILITY  AND  PRESUMPTIVE  ELIGIBILITY 

FOR  PREGNANT  WOMEN 


State 

Pregnant  Women 

Presumptive  E 

%  of  Poverty 

Alabama 

133% 

X 

Alaska 

133% 

Arizona 

140% 

Arkansas 

133% 

X 

California 

♦185% 

Colorado 

133% 

X 

Connecticut 

185% 

"X 

Delaware 

133% 

District  of  Columbia 

185% 

»*X 

Florida 

150% 

Georgia 

133% 

X 

Hawaii 

♦185% 

X 

Idaho 

133% 

X 

Illinois 

133% 

X 

Indiana 

133% 

X 

Iowa 

185% 

X 

Kansas 

150% 

Kentucky 

185% 

Louisiana 

133% 

X 

Maine 

♦185% 

X 

Maryland 

185% 

X 

Massachusetts 

♦185% 

X 

Michigan 

185% 

Minnesota 

185% 

Mississippi 

185% 

Missouri 

133% 

X 

Montana 

133% 

"X 

Nebraska 

133% 

X 

Nevada 

133% 

New  Hampshire 

133% 

New  Jersey 

133% 

X 

New  Mexico 

133% 

X 

New  York 

185% 

X 

North  Carolina 

185% 

X 

North  Dakota 

133% 

X 

Ohio 

133% 

Oklahoma 

133% 

Oregon 

133% 

Pennsylvania 

133% 

X 

Rhode  Island 

♦185% 

South  Carolina 

133% 

Tennessee 

133% 

X 

Texas 

133% 

X 

Utah 

133% 

X 

Vermont 

♦185% 

Virginia 

133% 

Washington 

185% 

West  Virginia 

150% 

Wisconsin 

155% 

X 

Wyoming 

133% 

"X 

Indicates  state-funded  programs  that  also  serve  pregnant  women  with  higher  incomes. 
Indicates  future  implementation  date. 
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HEDKABENHAMCeDPHBtATAL  CAJmSBWICeS 
JULY,  1990 


CARE  COORDINATION/ 

RISK 

NUTRITIONAL 

HEALTH 

PSYCHOSOCIAL 

HOME 

CASE  MANAGEMENT 

ASSESSMENT 

COUNSELING 

EDUCATION 

COUNSELING 

VISITING 

TRANSPORTATION 

Alabama 

X 

X 

X 

Alaska 

X 

X 

X 

y 

A 

Arizona 

Arkansas 

X 

X 

X 

X 

X 

X 

California 

X 

X 

X 

X 

X 

X* 

Colorado 

X 

X 

Y 
A 

Dataware 

X 

X 

X 

X 

X 

X 

DC 

Georgia 

X 

X 

II 

X* 

X* 

X" 

X" 

Idaho 

X 

X 

X 

X 

Illinois 

X 

X 

Indiana 

X* 

 — . 

lowa 

X 

X 

 . 

X 

X 

X 

Kansas 

X 

X 

X 

X 

Kentucky 

Louisiana 

X 

X 



;      •  ', 

Maryland 

X 

X 

__ — . — _  

X 

X 

X 

X 

Massachusetts 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Y 
A 

Minnesota 

X 

X 

X 

X 

X 

X 

MtssJsst^J 

X 

X 

X 

X 

X 

X 

Y 
A 

Mtssourt 

X 

X 

Nebraska 

Nevada 

New  Hampshire 

X 

X 

X 

X 

X 

X 

New  Jersey 

X 

X 

X 

X 

X 

X 

New  Mexico 

X 

New  York 

X 

X 

X 

X 

X 

X 

North  Carolina 

X 

X 

X 

X 

North  Dakota 

Ohio 

X 

 z — — 

X 

X 

X 

X 

v 

A 

Oklahoma 

Oregon 

X 

X 

X 

X 

)( 

Pennsylvania 

X 

X 

X 

X 

X 

A 

Rhode  Island 

South  Carolina 

X 

X 

X 

X 

South  Dakota 

Torero  saws 

X 

X 

X 

Texas 

Utah 

X 

X 

X 

X 

X 

X 

Vermont 

X 

X 

X 

Virginia 

X 

h 

X 

X 

Washington 

X 

X 

X 

X 

X 

West  Virginia 

X 

X 

Wisconsin 

Wyoming 

1  TOTAL 

33 

30 

m 

23 

m 

24 

4 

•  FUTURE  IMPLEMENTATION  DATE. 


SOURCE:  NATIONAL  GOVERNORS"  ASSOCIATION 
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STATE  HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION 
PREGNANCY/NEWBORN  RISK  ASSESSMENT  FORM 


1.  RECIPIENT'S/MOTHER'S  NAME: 


2.  RECIPIENT  S/MOTHER  S  ID  NUMBER: 


4.  PERMANENT  ADDRESS:  (Number,  Street,  City,  State,  Zip  Code) 


5.  PROVIDER'S  NAME: 


3.  COUNTY: 


RECIPIENT  PHONE  NO. 


CONTACT  PHONE  NO. 


6.  PROVIDER'S  ID  NUMBER: 


7.  PROVIDER'S  ADORESS:(Number,  Street,  City,  Zip  Code) 


PROVIDER  PHONE  NUMBER: 


PREGNANCY  RISK  ASSESSMENT 


8.  Assessment 


I  I 


12.  Gravida 


8,  IOC 


10.Wka  Gestation 


11.  Blrthdate 


13.  Para 


14.  Preterm 


LAST  PREGNANCY— Check  Box(es) 


15.  Abortions 
Spontaneous  . 
Induced 


16.  Living 


17.  Not  Applicable;  Prima  Gravida 


18.  Three  Consecutive  Spontaneous  Abortions 


19.  Fetal  Death  ■  Greater  than  20  wks/Greater  than  500  grams 


20.  Low  Birth  Weight  -  Less  than  2,500  grams 


21.  Neonatal  Death  -  Less  than  28  days 


22.  Congenital  Anomaly  ■  Explain  below 


23.  History  of  Incompetent  Cervix 


24.  Other  -  Explain  below 


CURRENT  PREGNANCY— Check  Box(es) 


25.  RH  Sensitization 


26.  Sickle  Cell  Anemia 


27.  Heart  Disease 


28.  Hypertensive  Vascular  Disease 


29.  Diabetes  Mellitus 


30.  Upper  Renal  Tract  Disease 


31.  Multiple  Gestation  (twins,  etc.) 


32.  Incompetent  Cervix 


33.  Placenta  Previa 


34.  Premature  Labor 


35.  Premature  Ruptured  Membranes 


36.  Pre-Eclampsia 


37.  Eclampsia 


38.  Other  -  Explain  Below 


39.  Referred  To: 


NEWBORN  RISK  ASSESSMENT 


40.  Infant's  Name 


42.  Mother's  Admit. 


46.  Birthweight 

Grams 


49.  Death 


43.  Mother's  Dlsch 


47.  Wks.  Gestation 


41.  Medicaid  ID  Number 


44.  Infant's  Blrthdate 


45.  Assessment 


48.  Hospital 


50.  Infant's  Olsch/Trsns 


51.  Hoapltal  of  Transfer 


2nd  Transfer 


CONDITIONS  REQUIRING  LEVEL  II  INTERMEDIATE  CARE-Check  Box(es) 


52.  Wt.  Greater  than  1,500  grams  but  less  than  2,000  grams 


53.  Nasal  CPAP  (Continuous  Positive  Airway  Pressure) 


54.  Moderately  Severe  Superficial  or  Localized  Infections 


55.  Uncomplicated  Sepsis  or  Meningitis 


56.  Moderately  Severe  Cardio  -  Respiratory  Problems 


57.  Moderately  Severe  Congenital  Malformation  ■  Explain  below 


58.  Easily  Controlled  Seizures 


59.  Mild  Hypoglycemia 


60.  Other  -  Explain  Below 


CONDITIONS  REQUIRING  LEVEL  III  INTENSIVE  CARE— Check  Box(es) 


61.  Wt.  Less  than  1,500  grams 


62.  Ma|or  Congenital  Malformation  -  Explain  below 


63.  Major  Neonatal  Surgery  -  Explain  Below 


64.  Sepsis  ■  Meningitis  with  Shock,  Respiratory  Failure,  or 
Unstable  Clinical  Condition 


65.  Persistent  Seizures 


66.  Cardio-Respi:-atory  Problem  Requiring  Mechanical  Ventilation 
or  Endotracheal  CPAP 


67.  Severe/Refractory  Hypoglycemia 


68  Other  -  Explain  Below 


COMMENTS  /  EXPLANATION 


NOTE:  (ATTACH  ADDITIONAL  DOCUMENTATION  IF  NECESSARY) 


□ 


INFANT  HOME  VISIT  REFERRAL 


SHHSFC  FORM  204  (REV.  JULY  89)    STATE  HHSFC  (MEDICAID)  -  POST  OFFICE  BOX  8206  -  COLUMBIA,  S.C.  29202-8206 
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Newborn  Risk  Assessment  Form 


DEFINITIONS 

LAST  PREGNANCY  (or  past  pregnancy  without  an  Intervening  good  outcome) 

12.  Gravida.  The  number  of  times  a  woman  has  been  pregnant. 

13.  Para.  The  number  of  live  or  stillborn  infants  of  more  than  20  weeks  gestation  a  woman  has  delivered. 

14.  Preterm.  The  number  of  infants  with  a  gestational  age  of  less  than  38  weeks. 

15.  Spontaneous  Abortion.  The  number  of  spontaneous  expulsions  of  a  nonviable  fetus. 
Induced  Abortion.  The  number  of  deliberate  interruptions  of  a  pregnancy. 

16.  Living.  The  number  of  living  children. 

18.  Three  Consecutive  Spontaneous  Abortions.  Fetuses  of  last  three  pregnancies  each  weighed  less  than  500  grams  (about  1  lb. 
1  oz.j  and/or  each  gestation  period  was  less  than  20  weeks. 

19.  Fetal  Death.  Dead  fetus  of  last  pregnancy  with  documented  weight  of  greater  than  500  grams  [about  1  lb.  1  oz.j  and  gestation 
period  was  greater  than  20  weeks. 

20.  Low  Birth  Weight.  Liveborn  infant  of  last  pregnancy  weighed  less  than  2,500  grams  [about  5  lbs.  8  oz.]. 

21.  Neonatal  Death.  Liveborn  infant  of  last  pregnancy  died  during  the  first  28  days  of  life. 

22.  Congenital  Anomaly.  Infant  of  last  completed  pregnancy  had  a  severe  life  threatening  congenital  anomaly  requiring  major 
medical  or  surgical  intervention. 

23.  History  of  Incompetent  Cervix.  History  of  miscarriage  in  the  second  trimester  related  to  cervical  incompetence  or  patient  receiv- 
ed antepartal  treatment  for  incompetent  cervix  in  a  past  pregnancy. 

CURRENT  PREGNANCY 

25.  RH  Sensitization.  Rh  negative  patient  with  Rh  antibodies. 

26.  Sickle  Cell  Anemia.  Not  sickle  cell  trait. 

27.  Heart  Disease.  Patient  currently  has  organic  heart  disease  regardless  of  functional  classification.  Provide  documentation. 

28.  Hypertensive  Vascular  Disease  (HVDJ.  Patient  has  diagnosed  chronic  HVD  as  evidenced  by  repeated  elevated  blood  pressure 
readings  greater  than  140/90  prior  to  this  pregnancy  or  has  developed  hypertension  without  proteinuria  and/or  edema  [see  pre- 
eclampsia, item  36]. 

29.  Diabetes  Mellltus.  Patient  has  diagnosed  diabetes  mellitus  [includes  gestational  diabetes]  as  evidenced  by  altered  carbohydrate 
metabolism.  Give  results  of  3-hour  glucose  tolorance  test,  if  ordered. 

30.  Upper  Renal  Tract  Disease.  Pathologic  conditions  of  the  kidney  are  present,  i.e.,  pyelonephritis,  chronic  or  recurrent  urinary  tract 
infections  with  chills,  fever,  back  pain,  or  CVA  tenderness.  NOTE:  Not  signs  and  symptoms  of  cystitis. 

31.  Multiple  Gestation.  Twins,  triplets,  etc.,  documented  by  ultrasound. 

32.  Incompetent  Cervix.  Early  effacement  and/or  dilatation  of  the  cervix  is  present.  Provide  documentation  if  previous  history  of  in- 
competent cervix  is  absent. 

33.  Placenta  Previa.  Evidence  of  the  placenta  in  the  lower  uterine  segment  is  verified  by  ultrasound  in  the  third  trimester. 

34.  Prematura  Labor.  Progressive  dilatation  and  effacement  of  the  cervix  occurs  before  37  weeks  gestation  are  completed. 

Level  II  hospitals  can  provide  care  for  patients  in  premature  labor  at  33  to  36  weeks 
gestation  and  If  the  fetus  is  estimated  to  weigh  1500  grams  or  more. 

Level  III  hospitals  can  provide  care  regardless  of  weeks  gestation  or  weight. 

35.  Prematura  Ruptured  Membranes.  Patient  has  evidence  [fluid  escaping,  positive  fern  or  nitrazine  test]  of  ruptured  membranes  at 
less  than  37  weeks  gestation. 

36.  Pre-eclampsla.  Patient  has  a  blood  pressure  reading  greater  than  140/90  and/or  greater  than  30mm  rise  in  systolic  or  greater 
than  15mm  rise  in  diastolic  pressure  and  proteinuria  and/or  edema  is  present. 

37.  Eclampsia.  As  evidenced  by  generalized  convulsion  or  coma. 
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American  College  of  Obstetricians  and  Gynecologists,  District  IX 

Irvine  Foundation 
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Linda  Bethel.  M.P.H. 
Project  Coordinator 


349  Cedar  Street 

San  Diego,  CA  92101-3197 

(619) 231-2828 


As  you  may  know,  ACOG  District  IX.  through  a  grant  from  The  James  Irvine  Foundation,  is 
developing  a  Perinatal  Access  Project  which  is  committed  to  improving  access  to  prenatal 
care  in  San  Diego  County  The  goals  of  the  project  are  to  recruit  physicians  into  the  Medi- 
Cal  program  and  to  establish  a  Telephone  Referral  Service  to  link  low  income  women  to 
appropriate  prenatal  care  The  San  Diego  Gynecological  Society  voted  to  support  this 
project  in  September  1989  by  suggesting  that  each  physician  accept  at  least  one  new  Medi- 
Cal  obstetrical  patient  from  the  referral  service  each  month 

The  physicians  of  the  Advisory  Board  have  developed  a  triage  system  for  excluding  high 
risk  patients  if  you  so  desire  The  patients  will  be  referred  to  eligibility  workers  prior  to 
the  office  visit  in  order  to  expedite  the  Medi-Cal  eligibility  process 

The  County  of  San  Diego  Department  of  Health  Services  is  developing  a  Perinatal  Provider 
Network  in  which  they  will  act  as  the  fiscal  intermediary  and  bill  Medi-Cal  for  the 
physician  This  intermediary  will  guarantee  payment  within  thirty  days  of  receipt  of  the 
bill  For  this  service  they  will  deduct  approximately  7%  of  the  payment  The  goal  is  to 
obviate  the  Medi-Cal  bureaucracy  for  the  physician  who  only  sees  one  or  two  new  Medi-Cal 
patients  per  month  This  program  is  in  the  development  phase  currently  although  the 
idea  has  been  approved  in  concept  by  the  County  Board  of  Supervisors 

Enclosed  is  an  information  sheet  entitled  Access  to  Perinatal  Care  that  summarizes 
various  efforts  designed  to  impact  the  problem  of  access  to  prenatal  care  in  San  Diego 
County  We  urge  you  to  indicate  your  interest  in  participating  in  the  program  by 
completing  the  Perinatal  Access  Project  Provider  Information "  form  and  returning  it  in 
the  postpaid  envelope  provided  The  project  coordinator.  Linda  Bethel,  will  contact  you  if 
you  desire  further  explanation  regarding  the  program 

Thank  you  in  advance  for  your  participation  in  this  program  Without  your  help  there  is 
no  solution  for  this  escalating  problem 


Sincerely. 


Josephine  Von  Herzen.  MD 

Vice  Chairman.  California  Section  5.  ACOG  District  IX 


Physician  Advisory  Board 
Robert  Detrich.  MD 
Edward  Goldstein.  MD 
Galen  Hansen.  MD 


Me. 


Thomas  Moore.  MD 
William  Swartz.  MD 

W  Benson  Harer.  Jr  .  MD.  Chairman,  ACOG  District  IX 
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Perinatal  Access  Project 

ACCESS  TO  PERINATAL  CARE 

The  following  public  and  private  sector  programs  are  designed  to  improve 
access  to  perinatal  care  for  low  income  women: 

MEDI-CAL  REIMBURSEMENT 

-  Rale  increased  to  over  $  1 000  for  providing  global  perinatal  care, 
with  enhanced  rate  to  over  $2300  for  Comprehensive  Perinatal 
Services  Program  providers. 

-  Toll-free  number  to  specifically  address  obstetric  billing  issues. 

-  Support  services  in  the  form  of  billing  seminars  and  regional 
representative  visits. 

MEDI-CAL  ELIGIBILITY  FOR  PERINATAL  SERVICES 

-  Plan  to  expedite  the  eligibility  process  for  all  pregnant  women. 

-  Plan  for  caseworkers  with  perinatal  caseloads  trained  to  maiimize 
the  continuous  eligibility  of  patients  throughout  the  perinatal  period. 

-  Eligiblity  for  Medi-Cal  without  share  of  cost  increased  to  200%  of  the 
federal  poverty  level  for  pregnant  women. 

-  Eligibility  extended  to  undocumented  aliens. 

PERINATAL  PROVIDER  NETWORK  (PPN) 

-  County  of  San  Diego  is  developing  a  plan  for  public/private 
partnership  to  coordinate  perinatal  services  within  the  county. 
When  implemented  this  plan  will,  in  part,  allow  the  county  to  act  as 
the  fiscal  intermediary  for  physicians,  ensuring  prompt  payment  of 
claims. 

PRENATAL  CARE  GUIDANCE  PROGRAM 

-  Identifies  high  risk  clients. 

-  Assists  with  Medi-Cal  application  process. 

-  Refers  to  perinatal  care,  health  resources  and  Public  Health  Nursing 
as  necessary. 

-  Provides  periodic  contact  throughout  pregnancy. 

TELEPHONE  REFERRAL  SERVICE 

-  Triage  and  referral  to  appropriate  care  provider. 

-  Assist  in  equitable  distribution  of  Medi-Cal  patients. 

-  Assist  in  accessing  the  Medi-Cal  eligibility  process. 

-  Patient  education  to  increase  compliance. 

-  Liaison  function  to  identify  and  address  problems  within  the  system. 


For  more  information  contact: 

Perinatal  Access  Project  Linda  Bethel 

349  Cedar  Street  Project  Coordinator 

San  Diego.  CA  92101-3197  (619)  231-2828 
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(1/31/90) 


Perinatal  Access  Project 


PERINATAL  ACCESS  PROJECT  97 
PROVIDER  INFORMATION  " 

Provider  Name:   _____________ ______=______________ 

(please  print) 

Office  Address:  

 Phone:  

Office  contact  person:  

  I  will  participate.  In  lieu  of  a  visit  from  the  project  coordinator.  I  will 

provide  the  following  information  regarding  the  level  of  my  participation: 

Special  Requirements  for  Telephone  Referral  Service  (check  ail  that  apply): 

Risk  Factors:    Low  Risk    High  Risk 

Language.    English    Spanish 

  Tagalog    Other  (specify): 

  I  will  take  patient  only  after  Medi-Cal  card  received. 

  I  will  take  patient  before  Medi-Cal  card  received. 

  I  will  take  an  occasional  patient  regardless  of  ability  to  pay. 

  I  will  see  new  patients/ month  referred  from  the  phone  line. 

  Hospital  privileges  (specify  hospital):   

  Other  requirements  (continue  on  back):  

Medi-Cal  provider  information: 

  I  am  currently  a  Medi-Cal  provider. 

  I  would  like  information  about  becoming  a  Medi-Cal  provider. 

  I  am  a  Medi-Cal  provider,  but  would  like  assistance  with  billing  issues. 

  I  would  like  information  about  the  County  Perinatal  Provider  Network. 

  I  would  like  a  phone  call  or  visit  from  project  coordinator.  Linda  Bethel,  to 

explain  the  program. 

Provider  Signature:  ________________^  Date:  

(1/31/90) 
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MISSOURI 

JOHN  ASHCROFT  DEPARTMENT  OF  SOCIAL  SERVICES 

GOVERNOR  DIVISION  OF  MEDICAL  SERVICES 

P.O.  BOX  6500 
JEFfERSON  CITY 
O5102-6S00 


June  22,  1990 


Dear  Doctor: 

We  would  like  to  take  this  opportunity  to  encourage  your 
participation  in  a  Medicaid  program  directed  towards  reducing 
inadequate  prenatal  care  and  improving  reimbursement  rates  for 
obstetrical  providers. 

As  you  know,  while  Missouri's  infant  mortality  rate  has 
dropped  very  slightly  over  the  last  several  years,   the  inadequate 
prenatal  care  rate  has  increased  substantially.     Even  more  worri- 
some is  the  increased  inadequate  prenatal  care  rate  among  the 
Medicaid  population  (37.4%)  as  compared  with  Missouri  women  over- 
all (17;6%). 

We  believe  that  there  are  two  major  approaches  to  this  prob- 
lem.    One  of  these  is  to  improve  provider  participation  in  Medi- 
caid.    The  second  is  to  improve  education  and  incentives   for  women 
to  enter  prenatal  care  early.     Specifically,   this  letter  describes 
efforts  by  your  colleagues  to  increase  reimbursement  as  a  method 
to  improve  provider  participation  in  Medicaid. 

The  substantial  improvement  in  reimbursement  rates  for  obstet 
rical.  providers  has  occurred  in  our  state  because  of  the  collabora 
tion  of  multiple  individuals  and  organizations.     Most  significant- 
ly, Governor  John  Ashcroft  has  made  this  recommendation  as  part 
of  his  Governor's  initiative  regarding  the  prevention  of  infant 
mortality.     The  Missouri  State  Legislature  made  a  bi-partisan 
commitment  to  this  issue  in  the  recent  legislative  session.  The 
Physicians  Task  Force  of  Missouri  Medicaid,  a  group  of  physicians 
(none  of  whom  were  obstetricians)  developed  the  increased  reim- 
bursement package,  educated  lawmakers  regarding  the  significance 
of  the  package  and  continued  to  work  toward  its  implementation. 
All  of  these  individuals  and  agencies  are  acutely  aware  of  the 
obstetrical  provider  shortage  and  the  consequences  for  the  mothers 
and  infants  of  Missouri. 

As  of  July  1,   1990,   obstetrical  reimbursement  for  prenatal 
care  and  delivery  (at  least  five  complete  prenatal  visits)  will  be 


••AN  EQUAL  OPPORTUNITY  /  AF  F I  R  MAT  IV©  ACTION  EMPLOYER  •• 
services  provided  on  a  nondiscriminatory  basis 
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Missouri  Department  of  Social  Services 


June  22,  1990 
Page  Two 


$1,050.     The  reimbursement  for  a  vaginal  delivery  will  be  $550, 
for  a  c-section,   $600.     A  c-section  with  hysterectomy  will  be 
$900.     It  is  our  hope  that  public  and  private  providers,  primary 
and  tertiary  care  providers,  will  join  together  to  maximally  uti- 
lize this  increased  reimbursement  fee.     In  order  to  compensate 
those  obstetrical  providers  who  provide  care  for  women  during 
their  prenatal  period,   but  for  a  variety  of  reasons  do  not  deliver 
the  patient  or  provide  the  total  package  of  prenatal  care,  adjust- 
ments have  been  made  to  reimburse  these  providers  adequately  for 
their  services . 

Ideally,   all  Medicaid  women  will  have  one  primary  source  for 
their  prenatal  care  and  delivery.     However,  we  recognize  that  this 
is  not  always  possible.     Obstetrical  providers  who  perform  greater 
than  or  equal  to  five  prenatal  visits,   but  do  not  deliver  the  baby 
because  of  high  risk  complications,  need  for  a  cesarean  section, 
patient  relocating,   etc. ,   are  eligible  for  a  global  prenatal  rate 
of  $500.     Specifics  about  these  increased  reimbursement  rates  will 
be  available  in  an  upcoming  Medicaid  provider  bulletin. 

Important  additional  programs  for  Medicaid  obstetrical  provid- 
ers include  a  deferred  compensation  program  for  Medicaid  income 
and  malpractice  liability  coverage  for  Medicaid  providers  caring 
for  pregnant  Medicaid-eligible  women. 

We  strongly  encourage  you  to  consider  becoming  a  Medicaid 
obstetrical  provider.     If  you  are  currently  a  Medicaid  provider, 
consider  increasing  the  extent  of  your  participation  and  encourag- 
ing other  providers  in  your  community  to  join  with  us  in  helping 
to  reduce  the  inadequate  prenatal  care  rate  for  Medicaid  women  in 
our  state.     Both  the  American  College  of  OB/Gyn  and  the  Ameri- 
can Academy  of  Family  Physicians  have  encouraged  their  members  to 
provide  care  for  indigent  and  Medicaid  eligible  women.     We  hope 
that  with  the  increased  reimbursement  to  providers  and  increased 
education  for  women,  we  will  achieve  together  what  none  of  us  can 
do  alone.     Call  us  at   (314)   751-3277  to  discuss  the  new  reimburse- 
ment package,  hear  your  concerns  regarding  existing  Medicaid  poli- 
cies,  and  open  the  dialogue  for  improved  relationships  with  obstet- 
rical providers.     We  can  also  provide  assistance  with  billing 
problems . 

Please  join  us  in  the  effort  to  improve  the  health  of  our 
next  generation! 


Sincerely , 


CK:dab 
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.-'  EXECUTIVE  DEPARTMENT 

Buddy  Roemer.  post  Ofhce  Box  94004 

70804-900* 

Governor  <504i  3A2-70I5 


Date 

Name 
Address 

City/State/Zip 
Dear  Dr.  : 

I  am  concerned  about  the  high  infant  mortality  rates  in  Louisiana.     It  is  a 
complicated  problem  that  affects  all  of  us.     The  solution  will  require  the 
government  to  work  with  the  medical  community. 

I  have  taken  a  number  of  steps  to  address  infant  mortality  by  improving 
access  to  prenatal  and  postpartum  care.     Pregnant  women  whose  incomes  are  up  to 
133%  of  poverty  now  qualify  for  Medicaid.     I  have  increased  your  rates  for 
reimbursement  and  have  signed  legislation  that  will  provide  indemnification  for 
providers  who  have  a  caseload  of  ten  percent  or  more  publicly  financed 
patients.     Examples  of  the  new  rates  include: 

Initial  OB  Exam  $  50.00 

Vaginal  Delivery  $  760.00 

C-Section,  Classical  $1000.00 

Follow-up  Visits  $  27.00 

I  want  to  be  sure  that  you  are  aware  of  these  changes  and  ask  for  your 
help.     It  is  critical  that  Louisiana  increase  the  number  of  obstetricians 
willing  to  accept  Medicaid  patients.    Please  consider  this  letter  a  personal 
invitation  to  participate  in  our  program.     You  may  call  the  Medicaid  Program 
office  for  further  information.     The  number  is  (504)342-9513. 

The  future  of  our  state  depends  on  our  ability  to  produce  healthy 
children.     I  hope  you  will  join  with  me  in  an  effort  to  ensure  a  healthy  future 
for  all  of  Louisiana's  citizens. 


With  kindest  regards, 

Sincerely, 


Buddy  Roemer 
Governor 

BR:klf 
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The .  %fe 
American 

College  of 

Obstetricians  and 

Gynecologists 


Mary  Armao  McCarthy 
Executive  Director 


DISTRICT  II  •  NYS 


Murray  L.  Nusbaum,  M.D. 
Medical  Advisor 


March  24,  1990 


152  Washington  Avenue 
Albany,  New  York  12210 
(518)  436-3461 


Dear  ACOG  Physician: 

We  are  writing  both  to  provide  information  and  request  your  support.  As  you 
know,  after  several  years  of  effort,    New  York  State  was  successful  this 
year  in  extending  Medicaid  maternity  benefits  to  cover  a  greatly  expanded 
number  of  women.     Indeed,  it  is  estimated  that  approximately  one-third  of 
all  births  in  the  state  will  be  funded  by  the  new  program. 

For  those  of  you  already  serving  Medicaid  patients,  we  applaud  your  efforts 
and  encourage  your  continued  service  and  your  input  to  make  the  new  program 
successful . 

For  those  of  you  who  may  not  at  this  time  be  accepting  Medicaid,  we  urge 
you  to  consider  entering  or  re-entering  the  system.     In  fact,  with  the 
higher  income  eligibility  for  Medicaid  which  was  effective  January  1,  1990, 
it  is  increasingly  likely  that  women  already  seen  in  a  private  practice  may 
qualify  for  Medicaid  reimbursement. 

A  preliminary  study  completed  after  the  obstetrical  Medicaid  fee  increase 
in  1988  showed  an  increased  number  of  providers .     Yet  we  need  to  build 
further  on  the  pool  of  physicians  to  ensure  adequate  access  to  care. 
Towards,  that  end,  we  ask  two  things: 

1.  Please  make  every  effort  to  renew  your  Medicaid  participation  now. 
Take  the  time  to  review  the  enclosed  information,  which  explains  the  new 
program  and  decide  the  best  participation  option  for  you.     Contact  the 
Department  of  Social  Services  Bureau  of  Primary  Care,  Claire  Malone,  518- 
473-4054 ,  with  any  questions. 

2.  You  will  be  contacted  later  this  month  by  ACOG  for  your  input  on 
obstetrical  service  to  all  populations,  including  the  particular  problems 
in  Medicaid.     This  survey  is  sponsored  by  ACOG  District  JI's  Committee  on 
Underserved  Women.  We  need  your  input  to  develop  workable  programs.  Please 
respond  1 

Thank  you  for  your  attention  and  response  on  these  issues. 


Chairman 

ACOG,  District  II 


Department  of  Social  Services 


DISTRICT  II  •  NYS  OFFICERS  1987-1990 


John  W.  Schelpert,  III.  M.D. 
838  Pelhamdale  Avenue 
New  Rochelle.  NY  10801 


CHAIRMAN 


VICE  CHAIRMAN 
John  T.  Parente.  M.D. 


Marvin  S.  Amstey,  M.D. 


,  SECRETARY 


Thomas  A.  Caputo,  M.D. 
NY  Hospital— Cornell  Med.  Ctr. 
525  East  68th  Street 
New  York,  NY  10021 


TREASURER 


Bronx- Lebanon  Hospital 


Highland  Hospital 
1000  South  Avenue 
Rochester.  NY  14620 


1650  Grand  Concourse 
Bronx,  NY  10457 
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AGOG  DISTRICT  CHAIRMEN 


DISTRICT  I  CHAIRMAN 

Buell  A.  Miller,  M.D. 
260  Western  Avenue 
South  Portland,  ME  04106 
(207)  774-5941 

DISTRICT  H  CHAIRMAN 
Murray  L.  Nusbaum,  M.D. 
Professional  Building 
1656  Champlin  Avenue 
Utica,  NY  13502 
(315)  797-3665 

DISTRICT  ffl  CHAIRMAN 

Leopold  S.  Loewenberg,  M.D. 
1100  Walnut  St.,  Suite  301 
Philadelphia,  PA  19107 
(215)  955-5500 

DISTRICT  IV  CHAIRMAN 
William  C.  Andrews,  M.D. 
880  Kempsville  Road,  Suite  2200 
Norfolk,  VA  23502 
(804)  466-6350 

DISTRICT  V  CHAIRMAN 

Philip  N.  Eskew,  Jr.,  M.D. 
13450  North  Meridian,  Suite  200 
Carmel,  IN  46032 
(317)  573-7055  or  (317)  872-8552 


DISTRICT  VI  CHAIRMAN 

George  D.  Wilbanks,  M.D. 
Rush  Presby./St.  Luke's  Med.  Ctr. 
1653  West  Congress  Parkway 
Chicago,  IL  60612 
(312)  942-6382 

DISTRICT  Vn  CHAIRMAN 

Richard  S.  Hollis,  M.D. 
Physicians  &  Surgeons  Clinic 
900  South  Boulevard  Drive 
Amory,  MS  38821 

(601)  256-9331 

DISTRICT  VIII  CHAIRMAN 

George  H.  Schade,  M.D. 
50  East  Dunlap  Avenue 
Phoenix,  AZ  85020 

(602)  678-1111 

DISTRICT  DC  CHAIRMAN 

Roger  W.  Hoag,  M.D. 
2915  Telegraph  Avenue 
Berkeley,  CA  94705 
(415)  845-8047 

ARMED  FORCES  DISTRICT  CHAIRMAN 

Thomas  A  Klein 

COL  MC  USA 

Department  of  Ob/Gyn 

Walter  Reed  Army  Medical  Center 

Washington,  DC  20307 

(202)  576-1201 


AGOG  SECTION  CHAIRMAN 


ALABAMA  SECTION  CHAIRMAN 

G.  William  Manifold,  M.D. 
2114  Brookmeade  Road,  S.E 
Decatur,  AL  35601 
(205)  355-9711 

ALASKA  SECTION  CHAIRMAN 

Lydia  A.  Eastburn,  M.D. 

3340  Providence  Drive,  Suite  451 

Anchorage,  AK  99508 

(907)  562-4500 

ALBERTA  SECTION  CHAIRMAN 

David  M.  Buchanan,  M.D. 

14120  -  97th  Avenue 

Edmonton,  Alberta,  Canada  T5N  0C9 

(403)  423-1840 


ARIZONA  SECTION  CHAIRMAN 
Palmer  C.  Evans,  M.D. 
2308  N.  Rosemont  Boulevard 
Tucson,  AZ  85712 
(602)  881-1977 

ARKANSAS  SECTION  CHAIRMAN 
Robert  P.  Young,  M.D. 
Doctors  Building,  Suite  611 
500  S.  University  Avenue 
Little  Rock,  AR  72205 
(501)  664-8003 
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ATLANTIC  PROVINCES  SECTION  CHAIRMAN 

Leonard  M.  Higgins,  M.D. 
Saint  John  Regional  Hospital 
Box  2100 

Saint  John,  New  Brunswick,  Canada 

E2L  4L2 
(506)  648-6810 

BRITISH  COLUMBIA  SECTION  CHAIRMAN 
Bemd  K.  Wittmann,  M.D. 
700  W.  16th  Avenue 
Vancouver,  BC,  Canada 

V5Z  1S7 
(604)  879-5666 

CALIFORNIA  SECTION  1  CHAIRMAN 

Arthur  M.  McCausland,  M.D. 
5340  Elvas  Avenue,  Suite  500 
Sacramento,  CA  95819 
(916)  452-1155 

CALIFORNIA  SECTION  2  CHAIRMAN 

Richard  Marchick,  M.D. 
2915  Telegraph  Avenue 
Berkeley,  CA  94705 
(415)  845-8047 

CALIFORNIA  SECTION  3  CHAIRMAN 

Delmar  R.  Tonge,  M.D. 

1444  Florida  Avenue,  Suite  101 

Modesto,  CA  95350 

(209)  522-1027 

CALIFORNIA  SECTION  4  CHAIRMAN 

Frank  R.  Gamberdella,  M.D. 
504  W.  Pueblo  Street,  #201 
Santa  Barbara,  CA  93105 
(805)  687-1374 

CALIFORNIA  SECTION  5  CHAIRMAN 

Ronald  M.  Nelson,  M.D. 

Department  Ob/Gyn 

White  Memorial  Medical  Center 

1720  Brooklyn  Avenue 

Los  Angeles,  CA  90033 

(213)  260-5700  Ext.  1385 

CALIFORNIA  SECTION  6  CHAIRMAN 

Eric  R.  Biedermann,  M.D. 
399  E.  Highland  Avenue,  #518 
San  Bernardino,  CA  92404 
(714)  881-1787 

CALIFORNIA  SECTION  7  CHAIRMAN 
Arthur  I.  Goldstein,  M.D. 
1441  Avocado 

Newport  Beach,  CA  92660 
(714)  644-7433 


CALIFORNIA  SECTION  8  CHAIRMAN 
Josephine  Von  Herzen,  M.D. 
550  Washington  Street,  Suite  725 
San  Diego,  CA  92103 
(619)  298-6701 

COLORADO  SECTION  CHAIRMAN 

Douglas  H.  Kirkpatrick,  M.D. 
4200  West  Conejos  Place,  Suite  516 
Denver,  CO  80204 
(303)  571-1821 

CONNECTICUT  SECTION  CHAIRMAN 

Samuel  G.  Smith,  M.D. 
223  Carter  Street 
Manchester,  CT  06040 
(203)  646-1157 

DELAWARE  SECTION  CHAIRMAN 

Moses  Hochman,  M.D. 
2809  Baynard  Boulevard 
Wilmington,  DE  19802 
(302)  762-6870 

DISTRICT  OF  COLUMBIA 
SECTION  CHAIRMAN 

William  R.  Claytor,  M.D. 

106  Irving  Street,  N.W.,  Suite  220 

Washington,  DC  20010 

(202)  332-7413 

EL  PASO  SECTION  CHAIRMAN 

Neal  L.  Ross,  M.D. 

1700  Curie  Drive,  Suite  5000 

El  Paso,  TX  79902 

(915)  532-3906 

FLORIDA  SECTION  CHAIRMAN 

George  N.  Lewis,  M.D. 
1203  Miccosukee  Road 
Tallahassee,  FL  32303 
(904)  877-3118 

GEORGIA  SECTION  ACTING  CHAIRMAN 

Samuel  M.  Goodrich,  M.D. 
750  North  Cobb  Street 
Milledgeville,  GA  31061 
(912)  453-8511 

HAWAII  SECTION  CHAIRMAN 

Irwin  K.M.  Lee,  M.D. 
1024  Piikoi  Street 
Honolulu,  HI  96814-1925 
(808)  521-4096 
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IDAHO  SECTION  CHAIRMAN 

Grant  M.  Peterson,  M.D. 
625  West  Pacific 
Blackfoot,  ID  83221 
(208)  785-2600 

ILLINOIS  SECTION  CHAIRMAN 

Jay  L.  Daskal,  M.D. 
166  East  Superior  Street 
Suite  301 
Chicago,  IL  60611 
(312)  944-5935 

INDIANA  SECTION  ACTING  CHAIRMAN 
Clarence  E.  Ehrlich,  MD. 
Indiana  University  Medical  Center 
926  West  Michigan,  Room  N-262 
Indianapolis,  IN  46202 

(317)  274-8609 

IOWA  SECTION  CHAIRMAN 

Frank  J.  Zlatnik,  MD. 
Department  of  Ob/Gyn 
University  Hospitals 
Iowa  City,  IA  52242 
(319)  356-3617 

KANSAS  SECTION  CHAIRMAN 

Douglas  V.  Horbelt,  MD. 
3243  East  Murdock 
Level  G 

Wichita,  KS  67208 
(316)  681-0251 

KENTUCKY  SECTION  CHAIRMAN 

Glenn  I.  Moore,  M.D. 
2620  Wilhite  Drive 
Lexington,  KY  40503 
(606)  278-0363 

LOUISIANA  SECTION  CHAIRMAN 

Wallace  P.  Begneaud,  M.D. 
4540  Ambassador  Caffery  Pkwy. 
Suite  B220 
Lafayette,  LA  70508 

(318)  984-1050 

MAINE  SECTION  CHAIRMAN 

Peter  R.  Shrier,  MD. 
Pen-Bay  Women's  Health  Center 
Glen  Cove,  ME  04846 
(207)  594-9531 

MANITOBA  SECTION  CHAIRMAN 

Harold  A.  Wiens,  M.D. 

703  Medical  Arts 

Winnipeg,  MB,  Canada  R3C  3J5 

(204)  944-0137 


MARYLAND  SECTION  CHAIRMAN 

Mary  Anne  Facciolo,  M.D. 
120  Sister  Pierre  Drive 
Suite  301 

Towson,  MD  21204 
(301)  339-7447 

MASSACHUSETTS  SECTION  CHAIRMAN 

Fredric  D.  Frigoletto,  M.D. 
75  Francis  Street 
Boston,  MA  02115 
(617)  732-5445 

MEXICO  SECTION  CHAIRMAN 

Efrain  Perez  Pena,  M.D. 
Av.  Union  #163-311 
Guadalajara,  Jalisco,  MX  44100 
(36)  16-86-21 

MICHIGAN  SECTION  CHAIRMAN 

Federico  G.  Mariona,  MD. 
15801  Providence  Drive,  10E 
Southfield,  MI  48075 

(313)  593-7818 

MINNESOTA  SECTION  CHAIRMAN 

Charles  S.  Field,  M.D. 
Department  of  Ob/Gyn-Mayo  Clinic 
200  First  Street,  S.W. 
Rochester,  MN  55905 
(507)  284-8762 

MISSISSIPPI  SECTION  CHAIRMAN 

Swan  B.  Burrus,  MD. 
607  Brunson  Drive 
Tupelo,  MS  38801 
(601)  842-1161 

MISSOURI  SECTION  CHAIRMAN 

David  L.  Gearhart,  M.D. 
456  North  New  Ballas  Road 
Creve  Coeur,  MO  63141 

(314)  569-2022 

MONTANA  SECTION  CHAIRMAN 

Thomas  C.  Olson,  MD. 
2825  8th  Avenue,  North 
Billings,  MT  59107-5100 
(406)  256-2500 

NEBRASKA  SECTION  CHAIRMAN 

Raymond  L.  Schulte,  MD. 
734  Doctors  Building 
Omaha,  NE  68131 
(402)  559-2700 
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NEVADA  SECTION  CHAIRMAN 

Joel  F.  Bower,  M.D. 
106  East  Lake  Mead  Drive 
Henderson,  NV  89015 
(702)  564-2569 

NEW  HAMPSHIRE  SECTION  CHAIRMAN 
William  W.  Young,  M.D. 
Obstetrics  &  Gynecology  Clinic 
Dartmouth  Hitchcock  Med.  Center 
2  Maynard  Street 
Hanover,  NH  03756 
(603)  646-8160 

NEW  JERSEY  SECTION  CHAIRMAN 
Gloria  A.  Bachmann,  M.D. 
Department  of  Ob/Gyn,  UMDNJ 
Robert  Wood  Johnson  Med.  School 
1  Robert  Wood  Johnson  Place  -  CN19 
New  Brunswick,  NJ  08903 
(201)  937-7633 

NEW  MEXICO  SECTION  CHAIRMAN 
Gerald  P.  Rodriguez,  M.D. 
465  St.  Michael's  Drive 
Suite  201 

Santa  Fe,  NM  87501 
(505)  988-9651 

NEW  YORK  SECTION  1  CHAIRMAN 

Jon  R.  Snyder,  M.D. 

NYU  Medical  Center 

530  First  Avenue,  Suite  5-G 

New  York,  NY  10016 

(212)  340-6356 

NEW  YORK  SECTION  2  CHAIRMAN 
Richard  J.  Calame,  M.D. 
446  Park  Avenue 
Manhasset,  NY  11030 
(718)  240-5977 

NEW  YORK  SECTION  3  CHAIRMAN 
Jerome  S.  Seiler,  M.D. 
56-45  Main  Street 
Flushing,  NY  11355 
(718)  539-4483 

NEW  YORK  SECTION  4  CHAIRMAN 
Burton  Garfinkei,  M.D. 
560  Northern  Boulevard 
Great  Neck,  NY  11021 
(516)  482-8741 


NEW  YORK  SECTION  5  CHAIRMAN 

Michael  S.  Baggish,  M.D. 

Grouse  Irving  Memorial  Hospital 

736  Irving  Avenue 

Suite  308  West  Tower 

Syracuse,  NY  13210 

(315)  470-7906 

NEW  YORK  SECTION  6  CHAIRMAN 
Bruce  D.  Rodgers,  M.D. 
Childrens  Hospital  of  Buffalo 
Department  of  Ob/Gyn 
140  Hodge  Avenue 
Buffalo,  NY  14222 
(716)  878-7861 

NEW  YORK  SECTION  7  CHAIRMAN 
Alfred  M.  Gomez,  M.D. 
1022  N.  Broadway 
Yonkers,  NY  10701 
(914)  963-0284 

NEW  YORK  SECTION  8  CHAIRMAN 

Vicki  L.  Seltzer,  M.D. 
410  Lakeville  Road 
Suite  105 

New  Hyde  Park,  NY  11042 
(718)  470-7690 

NEW  YORK  SECTION  9  CHAIRMAN 
Edgar  S.  Henriques,  M.D. 
980  Western  Avenue 
Albany,  NY  12203 
(518)  482-1007 

NEW  YORK  SECTION  10  CHAIRMAN 
John  W.  Choate,  M.D. 
125  Lattimore  Road 
Rochester,  NY  14620 
(716)  461-5940 

NORTH  CAROLINA  SECTION  CHAIRMAN 
Robert  G.  Deyton,  Jr.,  M.D. 
101  Bethesda  Drive 
Greenville,  NC  27834 
(919)  758-4181 

NORTH  DAKOTA  SECTION  CHAIRMAN 
Jerald  W.  Reinhardt,  M.D. 
249  Circle  Hills  Drive 
Grand  Forks,  ND  58201 
(701)  780-6000 
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OHIO  SECTION  ACTING  CHAIRMAN 

George  G.  Goler,  M.D. 
Mt  Sinai  Medical  Building 
26900  Cedar  Road,  Suite  206 
Beachwood,  OH  44122 
(216)  464-4494 

OKLAHOMA  SECTION  CHAIRMAN 

Paul  F.  Ley,  M.D. 
1717  North  4th  Street 
Ponca  City,  OK  74601 
(405)  762-8934 

ONTARIO  SECTION  CHAIRMAN 

Wilbur  H.  Harris,  M.D. 

Sunny  Brook  Hospital 

2075  Bayview  Avenue,  Suite  3032 

Toronto,  ON,  Canada  M4N  3M5 

(416)  487-8877 

OREGON  SECTION  CHAIRMAN 

Thomas  K.  Griffith,  M.D. 
3640  NW  Samaritan  Drive 
Corvallis,  OR  97330 
(503)  757-1063 

PANAMA  SECTION  CHAIRMAN 

Leonard  E.  Beckford,  Jr.,  M.D. 
Apartado  66,  Correo  Balboa 
Ancon,  Panama 

PENNSYLVANIA  SECTION  CHAIRMAN 

Vincent  A.  Pellegrini,  M.D. 
301  S.  7th  Avenue 
West  Reading,  PA  19611 
(215)  374-2214 

PUERTO  RICO  SECTION  CHAIRMAN 

Rafael  A.  Marcano,  M.D. 
497  Emiliano  Pol  Street- 136 
Rio  Piedras  PR  00926 
(809)  753-7177 

QUEBEC  SECTION  CHAIRMAN 

Markus  C.  Martin,  M.D. 
5845  Cote  des  Neiges,  #600 
Montreal,  Quebec,  Canada  H3S  1Z4 
(514)  735-3122 

RHODE  ISLAND  SECTION  CHAIRMAN 

John  J.  Coughlin,  M.D. 
655  Broad  Street 
Providence,  RI  02907 
(401)  751-8000 


SASKATCHEWAN  SECTION 
ACTING  CHAIRMAN 

Charles  W.  Simpson,  M.D. 
University  Hospital 
Department  of  Ob/Gyn 
Saskatoon,  SK,  Canada  S7N  0X0 
(306)  966-8033 

SOUTH  CAROLINA  SECTION  CHAIRMAN 

W.  Gordon  Rodgers,  Jr.,  M.D. 
P.O.  Box  1984 
Spartanburg,  SC  29304 
(803)  585-9257 

SOUTH  DAKOTA  SECTION  CHAIRMAN 

Thomas  L.  Looby,  M.D. 

1201  South  Euclid  Avenue,  #204 

Sioux  Falls,  SD  57105 

(605)  336-3873 

TENNESSEE  SECTION  CHAIRMAN 
Lonnie  S.  Burnett,  M.D. 
Department  Ob/Gyn 
Vanderbilt  Medical  Ctr.,  N. 
Nashville,  TN  37232 
(615)  322-3385 

TEXAS  SECTION  CHAIRMAN 

Dudley  P.  Baker,  M.D. 

Scott  &  White  Hospital 

Texas  A  &  M  College  of  Medicine 

Department  of  Ob/Gyn 

Temple,  TX  76508 

(817)  774-2576 

UTAH  SECTION  CHAIRMAN 
Stephen  E.  Prather,  M.D. 
1060  East  First,  South,  Suite  105 
Salt  Lake  City,  UT  84102 

(801)  521-2640 

VERMONT  SECTION  CHAIRMAN 

Theodore  E.  Braun,  Jr.,  M.D. 
Department  of  Ob/Gyn 
Univ.  Health  Ctr.  of  Vermont 
1  South  Prospect  Street 
Burlington,  VT  05401 

(802)  656-1400 

VIRGINIA  SECTION  CHAIRMAN 
Edward  E.  Gahres,  M.D. 
5021  Seminary  Road,  Suite  109 
Alexandria,  VA  22311 
(703)  931-7515 
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WASHINGTON  SECTION  CHAIRMAN 
David  L  BeMiller,  M.D. 
222  North  Jay  St,  Suite  B 
Tacoma,  WA  98403 
(206)  383-2441 

WEST  INDIES  SECTION  CHAIRMAN 

Barbara  A.  Noel,  M.D. 
35A  Old  Hope  Road 
Kingston  5,  Jamaica 
(809)  926-6633 

WEST  VIRGINIA  SECTION  CHAIRMAN 
Bruce  L  Berry,  M.D. 
215  Virginia  Street,  West 
Charleston,  WV  25302 
(304)  342-0166 

WISCONSIN  SECTION  CHAIRMAN 

Charles  Hammond,  M.D. 
411  Lincoln  Street 
Neenah,  WI  54956 
(414)  727-4304 


WYOMING  SECTION  CHAIRMAN 

Timothy  J.  Scott,  M.D. 
212-A  West  Burkitt  Street 
Sheridan,  WY  82801 
(307)  672-0401 

AIR  FORCE  SECTION  CHAIRMAN 
John  B.  Wheelock 
MAJ  MC  USAF 

Department  of  Ob/Gyn  (SGHSO) 
USAF  Hospital,  Keesler 
Keesler  AFB,  MS  39534-5300 
(601)  377-6396 

ARMY  SECTION  CHAIRMAN 

Gordon  S.  Park,  LTC  MC  USA 
Department  of  Ob/Gyn 
Fitzsimmons  Army  Medical  Center 
Aurora,  CO  80045-5001 
(303)  361-4684 

NAVY  SECTION  CHAIRMAN 
Hugh  D.  Wolcott 
CDR  MC  USN 
Department  of  Ob/Gyn 
Portsmouth  Naval  Hospital 
Portsmouth,  VA  23708 
(804)  398-5345 


District  and  Section  Activities 
January  25,  1991 
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